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Indications and Technic of Bronchoscopy* 


CHEVALIER L. JACKSON, M.D., F.A.CS., F.I.C.S. 
PHILADELPHIA, PA. 


as an instrument with which to re- 
move foreign bodies (Fig. 1) 
lodged in the bronchi, soon proved its 
usefulness in the diagnosis and _ treat- 
ment of bronchial disease. This is not 


sé bronchoscope, first developed 


surprising, since it is merely a bronchial - 


speculum, and specula have always been 
of great value in the diagnosis and treat- 
ment of disease of the organs to which 
they afford access. Today a very small 
percentage of the bronchoscopy done is 
for the removal of foreign bodies. 

One way to consider the indications 
for bronchoscopy is to indicate the 
symptoms that may call for bronchos- 
copy in the effort to arrive at a diag- 
nosis. For instance, an unexplained 
cough, unexplained hemoptysis, a wheeze 
or other sign of bronchial obstruction, 
calls for bronchoscopy among other 
studies. Signs of obstruction, such as a 
wheeze, or the signs of an obstructive 
emphysema or an obstructive atelectasis, 
are the most definite indications. 

Bronchoscopy is also indicated in dif- 
ferent clinical conditions such as pul- 
monary abscess, bronchiectasis, empy- 
ema, asthma, obstructive atelectasis, 
tuberculosis, benign and malignant tu- 
mors. 

Pulmonary Abscess.—Sometimes bron- 
chial obstruction of one kind or another, 
* Presented at the Third International Assembly of 


the International College of Surgeons held in Mexico 
City, August, 1941. 


a foreign body, tumor (Fig. 2), or in- 
flammatory stenosis, is present in pul- 
monary abscess, and in these cases it is 
extremely important to discover and 
eliminate the obstruction. Routine diag- 
nostic bronchoscopy is, therefore, indi- 
cated in pulmonary abscess. In connec- 
tion with the treatment of pulmonary 
abscess, however, many cases will re- 
quire external surgical drainage. Fur- 
thermore, surgical drainage should not 
be postponed if response to conservative 
treatment, including bronchoscopic aspir- 
ation, is not prompt (Fig. 3). But it is a 
mistake to regard bronchoscopy and 
surgery as competitive or opposed meth- 
ods of treatment. We should think not 
of bronchoscopy versus surgery, but of 
bronchoscopy and surgery versus the 
disease. Bronchoscopy constitutes an in- 
tegral part of both the medical and the 
surgical, or both the conservative and 
the radical, treatment of pulmonary ab- 
seess (Jackson and Judd’). 
Bronchiectasis.—It must be under- 
stood, first, that bronchiectasis ordi- 
narily cannot be accurately diagnosed 
without the use of contrast media, such 
as lipiodol (Fig. 4). (Jackson and Bon- 
nier”.) In a few cases, apparent bronchi- 
ectasis has proved to be ‘‘reversible,”’ 
and has disappeared after a series of 
bronchoscopic aspirations. But if these 
cases are to be found in time to bring 
about this result, it will be necessary to 
persuade the profession of the impor- 
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asthma had been made because of a wheeze. 


tance of early bronchoscopic treatment 
in all cases of ‘‘colds that do not clear 
up,’’ ‘‘unresolved pneumonias,’’ and 
similar conditions. 

In chronic, well-established bronchi- 
ectasis with profuse foul sputum and 
hemoptysis of varying severity, broncho- 
scopic treatment can be of considerable 
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Fig. 1. Foreign body (screw) in right bronchus. In this case a diagnosis of 


palliative value, but the only hope of 
curative treatment is by lobectomy or 
pneumonectomy. Preoperative and post- 
operative bronchoscopy is of great value 
to the surgeon in these cases, however, 
and bronchoscopic aspiration should 
also be used when operation is contra- 
indicated by the extent of the disease or 
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Fig. 2. These films show a pulmonary abscess in the lower lobe of the left lung. 


Lipiodol demonstrated bronchial obstruction 
was confirmed by bronchoscopic biopsy. 


by malignant neoplasm. This diagnosis 
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Fig. 3. Pulmonary abscess following a cholecystomy under ether anesthesia, Com- 
plete clearing took place in about two months under conservative treatment, as shown 
by film to the right. This patient received nine bronchoscopic aspirations, 


by the patient’s general condition. 
Empyema.—An empyema cannot be 
adequately drained through the bron- 
chus, even when there is a_ broncho- 
pleural fistula, but bronchoscopic obser- 
rations have shown that bronchial ob- 
struction of one kind or another may 
be present as an etiologic or perpetuat- 
ing factor. In some of our cases the ob- 
struction has been produced by a for- 
eign body, in one by a broncholith, in 
others by inflammatory or tubereulous 
bronchial stenosis and in still others by 
benign and malignant tumors. Because 
of these observations I believe that most 
patients with empyema should have at 
least one diagnostic bronchoscopy. Cer- 
tainly, in any case in which the usual 
surgical procedure of drainage is not 
followed by a prompt and permanent 
healing, bronchoscopy should be done. 
Asthma.—In some eases of bronchial 
asthma there is a considerable amount of 
viscid secretion present in the tracheo- 
bronchial tree and the aspiration of this 
material may afford marked sympto- 
matic relief. In my experience, however, 
it has generally seemed best not to do 
bronchoscopy during the asthmatic at- 
tack. The administration of an autogen- 
ous vaccine prepared from a broncho- 


seopically removed specimen of bron- 
chial secretion has often proved of value. 

Obstructive Atelectasis—We learned 
about the diagnosis and treatment of ob- 
structive atelectasis first from the for- 
eign body cases but, as in so many other 
instances, our bronchoscopic and bron- 
chologic observations soon found wider 
applications. The first form of obstruc- 
tive atelectasis of other than foreign 
body origin to be recognized was the 





nic was used 
for instillation of lipiodol into ine right upper 
lobe in this case. 


Fig. 4. The bronchoscopic t¢ 
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Fig. 5. Post-operative massive atelectasis of left lung following left sacro- 
iliac arthrodesis. Note complete clearing of lung field (film right) after bron- 


choscopic aspiration of thick secretions. 


post-operative variety (Fig. 5). It was 
found that the commonest post-operative 
pulmonary complication was not a pneu- 
monia but an atelectasis, easily curable 


Fig. 6. Bronchoscopic views of a series of cases 
of bronchial adenoma (Jackson and Konzelmann’). 


by bronchoscopic aspiration, and pre- 
ventable in most cases if certain precau- 
tions were taken with potentially sus- 
ceptible patients. It was soon recog- 
nized that many intrabronchial lesions 
of inflammatory or neoplastic character 
may also produce atelectasis. Most re- 
cently, we have come to recognize the 
importance of the lobar or segmental 
atelectases occurring during acute res- 
piratory infections. 

Physicians and pediatricians could 
prevent the development of chronic 
bronchopneumonitis in later life if they 
would see to it that no patient is dis- 
charged as cured until the entire chest is 
clear by both physical and roentgen-ray 
examination. A few bronchoscopic aspir- 
ations at the proper time would cure 
these acute atelectases and be prophylac- 
tic of intractable and incapacitating 
bronchopulmonary disease of later life. 

Tuberculosis.—Until a few years ago, 
bronchoscopy was thought to be contra- 
indicated in tuberculosis, although it 
was known that the lesions of tubercu- 
losis were not restricted to the paren- 
chyma. Gradually, more and more cases 
came to be reported in which bronchial 
lesions were visualized bronchoscopically 
and described. It was found that there 
were no untoward effects of skilfully 
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performed bronchoscopic examinations 
in the tuberculous patient. It came to be 
realized that the study of the tubercu- 
lous patient with the slightest symptom 
or sign of a bronchial lesion was incom- 
plete if bronchoscopic examination was 
not carried out. Furthermore, it was 
found that in many eases local treatment 
was of value. 

The bronchial lesions of tuberculosis 
are chiefly either flat ulcerations or 
‘‘uleerogranulomas.’’ The former should 
be treated with silver nitrate (35 per 
cent), the latter with electrocoagulation. 
If the ulecerogranulomas are large, and 
especially if they are pedunculated, they 
may be partially removed with forceps 
and then coagulated. 

I believe that the presence of a tuber- 
culous bronchial lesion associated with 
non-tuberculous suppuration should be 
regarded as a contraindication to col- 
lapse therapy, but the presence of a 
bronchial lesion in a patient without 
evidence of suppuration should prob- 
ably not be regarded as a contraindi- 
cation. 


yor Ws 
Fig. 7. Typical histopathologic process of so-called ‘‘ benign adenoma’’ of 


the bronchus. Note imperfect attempt at gland formation, absence of mitotic 
figures and comparative regularity of size and shape of cells. 
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In children we frequently see bron- 
chial obstruction produced by compres- 
sion from peribronchial lymph nodes, 
and in some of these patients the tuber- 
culous node has intruded into the bron- 
chial lumen. In some patients only a 
wheeze is produced; in others an ob- 
structive emphysema, and in still others 
an obstructive atelectasis. Bronchoscopic 
treatment is almost always indicated for 
the relief of obstruction in such cases. 

Benign and Malignant Tumors.—Bron- 
chial tumor should always be suspected 
when there are signs of bronchial ob- 
struction without a history suggestive of 
foreign body. If there is also hemoptysis, 
the suspicion is so much the greater. 
These signs call urgently for diagnostic 
bronchoscopy. If a tumor is visualized, 
the gross findings will often justify a 
tentative diagnosis as to the nature of 
the neoplasm, and tissue may be taken 
for biopsy. 

Among the benign tumors most fre- 
quently encountered, we might mention 
first the so-called bronchial adenomas 
(Jackson-Konzelmann’*). These tumors 
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Fig. 8. Diagnostic bronchoscopy is indicated by the presence of a partial 





atelectasis of the right lower lobe in this case. Note value of lateral film in 
this case. The diagnosis of carcinoma was confirmed by bronchoscopic biopsy. 


affect chiefly young or middle-aged fe- 
males, and they are characterized by 
hemoptysis associated with signs of ob- 
struction (Fig. 6). The final diagnosis 
is made by biopsy, although the histo- 
pathologic diagnosis is sometimes diffi- 
cult, and should be checked by a patholo- 
gist who is thoroughly familiar with 
these particular tumors (Fig. 7). 

Many other benign tumors are seen in 
the bronchi, but none so commonly as the 
adenomas. Among the other benign tu- 
mors seen are papillomas, osteochondro- 
mas, lipomas, and neurofibromas. 

Of the malignant tumors, carcinoma 
is by far the commonest, and in about 
75 per cent of the cases it involves a 
bronchoscopically accessible bronchus so 
that the diagnosis can be confirmed by 
bronchoscopic biopsy (Fig. 8). If the 
accessible portion of the bronchial tree 
is normal, so much the better for pros- 
pects of operability; but in such cases no 
time should be lost in doing a needle or 
‘aspiration’? biopsy, if the roentgeno- 
graphic and clinical findings point to 
‘carcinoma as the most probable diag- 
nosis, so that the patient may have the 
benefit of prompt resection of the lobe 
or lung involved. 

Bronchoscopic treatment is curative 
in most cases of benign tumor, although 


in some cases more radical measures may 
be required. Extensive local tumor with 
sessile attachment, extrabronchial ex- 
tension, bronchiectasis or other suppur- 
ative disease of the distal portion of the 
bronchial tree and lung—these are some 
of the conditions which may justify 
lobectomy or pneumonectomy for bron- 
chial adenoma or other benign tumor. In 
the presence of an inoperable tumor, 
either benign or malignant, broncho- 
scopic treatment may be indicated to 
prevent or postpone the consequences of 
obstruction. 


TECHNIC 


Anesthesia should be considered first, 
and I emphasize the fact that while gen- 
eral anesthesia may be justified in cer- 
tain cases, there are overwhelming ad- 
vantages in developing a technic that 
will make it possible to use only local 
anesthesia (Jackson and McReynolds‘). 
This will, in the long run, greatly lessen 
the risks of bronchoscopy and widen its 
indications. For children no anesthesia, 
general or local, is used; for adults, first 
a pharyngeal spray of cocaine, 4 or 10 
per cent; pontocaine, 2 per cent, or laro- 
saine, 10 per cent, and then fractionated 
intralaryngeal instillations of the same 
solution, using a syringe with a long 
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curved tip under the guidance of the 
laryngeal mirror. A preliminary seda- 
tive, for example, either morphine with 
atropine or one of the barbiturates, such 
as nembutal, should be given, at least in 
the case of new patients. The barbitu- 
rates are particularly desirable if co- 
caine is to be used, because they counter- 
act the toxic effects of the drug. 

Position of the Patient.—The patient 
is placed in the recumbent position, with 
his shoulders just beyond the end of the 
table, and the head supported by a 
trained assistant. The neck and shoul- 
der muscles should be relaxed as com- 
pletely as possible. The head is elevated 
well above the level of the table top, and 
then extended at the occipito-atloid and 
atlanto-axial joints (See Jackson and 
Jackson’). 

The laryngoscope may be used to ex- 
pose the larynx, and the bronchoscope 
passed through it, or the bronchoscope 
may be introduced directly into the 
larynx without using the laryngoscope. 
In either case the instrument is passed 





back over the tongue, preferably a little 
toward the right angle of the mouth, 
until the crest of the epiglottis is visual- 
ized. The epiglottis is lifted forward, 
gently but firmly, and the instrument ad- 
vanced until the cords are reached. The 
bronchoscope is then insinuated through 
the glottis, care being taken not to dam- — 
age the arytenoid cartilages or the pos- 
terior commissure. 

The landmarks of the tracheobronchial 
tree are the vertical carina or bifurea- 
tion, then the vertical right upper lobe 
spur, the horizontal middle lobe spur, 
and the various spurs of the segmental 
bronchi of the right lower lobe; on the 
left side, the diagonal upper lobe spur 
and the various lower lobe segmental 
spurs which are similar to those on the 
right. In order to correlate the endos- 
copic findings with the roentgen findings 
and make a significant report, the endos- 
copist should know what areas of lung 
are served by the various lobar and seg- 
mental bronchi whose orifices he sees 
(Jackson and Huber’). 





- AN 
Fig. 9. Bronchoscopic aspiration. Note the ‘‘team’’ consisting of endo- 
scopist, head-holder and shoulder-holder. 
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Fig. 10. Various forceps used for the removal of foreign bodies, taking 
tissue for biopsy, dilating strictures, and other manipulations through the 


bronchoscope. 


Once the bronchoscope has been intro- 
duced, the position of the head depends 
entirely upon the portion of the bron- 
chial tree being explored. It may be 
lowered, or taken to the right or to the 
left. Throughout the procedure it is im- 
portant that the head-holder maintain 
the proper balance between flexion and 
extension so that the tube will not bind. 
Some endoscopists prefer to dispense 
with the head-holding assistant and use 
instead some sort of mechanical head 
rest, but in any case the principles are 
the same and the same positions are 
necessary (Fig. 9). 

Use of Instruments. One of the funda- 
mental points to remember in peroral en- 
doscopy is to avoid pinching the lips or 
tongue between the instrument and the 
teeth. This will cause more discomfort 
to the patient than anything else in the 


whole procedure. 

The technic of the use of various kinds 
of forceps (Fig. 10) in solving the varied 
mechanical problems presented by for- 
eign bodies in the bronchi is too large a 
subject for the scope of this paper, but 
this topic has been treated extensively 
elsewhere (Jackson and Jackson® °). 

The other special instruments used 
through the bronchoscope include vari- 
ous kinds of straight and flexible aspira- 
tors, dilators, and electrodes. The last 
are preferably passed through a special 
model of the Jackson bronchoscope such 
as that used by Kernan, which has a 
special channél made for the passage of 
the electrode. With this type of instru- 
ment the endoscopist is able to work 
more accurately because he can see ex- 
actly what his electrode is doing. 
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SUMARIO 

El autor de este articulo trata sobre 

las indicaciones y técnica de la bronco- 

scopia. Las indicaciones estan enumera- 

das de una manera tan concisa y clara 

que hacen de este articulo un trabajo de 
inestimable valor practico. 


SOMMAIRE 

L’auteur décrit les indications pour la 
bronchoscopie et discute in extenso les 
différentes conditions cliniques dans les- 
quelles son emploi est utile, tel que l’abcés 
pulmonaire, la bronchectasie, l’empyéme, 
l’atélectasie obstructive, la tuberculose, 
les néoplasmes du poumon bénins et ma- 
lins. Il nous décrit la technique qu’il em- 
ploie, la position préférable du malade 
et les instruments qui lui paraissent les 
plus appropriés. 

BuBoyEl 

Asrop ykKa3biBaeT MOBOAE K 6poHxo-cKo- 
MHYECKOMY IK3aMeCHy ip pas 1 H4HbIX KIU- 
HHUYWeECKH COCTOAHUAAaAX, Kak ly IBMOHAaJbHEI 
aOcuec, OponxHeKTa3, IMIIMeMa, ObIIUKA, 
aTeleKTa3, OyropyarTka, AOOpoKkayecTBeHHEIA 
H 300Ka¥eCTBeHHHA Onyxoiu. IIpu 4eM 
ONHChIBAeCTCA TCXHHNKa, MOSHITMA 60.1bHOTO 
M yMmoTpeO1seMbIe HHCTPyMeHTH, 


Digitalis in the Treatment of Wounds” 


By KARL SCHLAEPFER, M.D., F.I.C.S. 
MILWAUKEE, WISCONSIN 


HE glucosides of digitalis are re- 

garded as acting primarily only 

on the heart muscle. Early in 
homeopathy, the theory was put forth 
that digitalis had also a general systemic 
effect (Fahrenkamp). Von Bergmann, 
Baron and others assumed a peripheral 
action of the drug because it controlled 
the permeability of the cells in the wall 
of the capillaries. Following the admin- 
istration of digitalis, a diminished vis- 
cosity of the blood plasma was noticed. 
Transudation through the capillary 
walls was reduced due to altered perme- 





*Read before the Milwaukee Society of Clinical 
Surgery on March 24, 1942. 


ability of the vessel wall. Thus the 
‘‘serous’’ inflammation of Eppinger 
was reduced. 

Baron studied this effect of the dig‘i- 
talis glucosides by local application on 
wounds, particularly on those which did 
not yield to the standard methods of 
treatment. 

In 1785, Withering, the father of digi- 
talis therapy, already mentions the im- 
portance of digitalis in the treatment of 
wounds. Kazda, 1924, observed better 
healing of wounds which were under 
tension or otherwise endangered in their 
nutrition by injections of digitalis (digi- 
puratum), if repeated until pulsation in 
the temples was present. Fahrenkamp 
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used digitalis glucosides on plants. Ie 
observed increased growth and pro- 
longed preservation for plants thus 
treated. Baron made extensive clinical 
trials with local application of digitalis 
in the form of solutions and salves. As 
solution, Baron used at first a digitalis 
infusion (fol. digit. pulv. titr. 10; Aqu. 
dest. ad 1000.0). This infusion proved 
unstable, so he substituted digipuratum 
(Merck), a stable preparation free from 
any undesirable toxic side products. He 
used it as a 10 per cent solution for com- 
presses or as a 20 per cent ointment. 
(digipuratum lig. 10.0 Vas. Alb., Lan. 
anhydr. aa. ad 50.0). A 10 per cent oint- 
ment proved superior to the higher con- 
centration (20 per cent) in the later 
stage of the treatment when only a small 
defect in need of epithelial covering was 
present. Baron suggested addition of 
dextrose to the ointment as a beneficial 
adjunct. However, he did not follow up 
this factor clinically. Wounds with 
torpid granulations did not improve un- 
der local application of dextrose or 
sucrose, 

Baron covered the wound with com- 
presses saturated with 10 per cent digi- 
talis solution (digipuratum). To assure 
steady dampness, sterile cotton soaked 
with the same solution was put over the 
compress, which in turn was covered 
with cellulose and fixed in situ with a 
bandage. The intact skin adjacent to 
the wound was protected from macera- 
tion by a layer of sterile zine oxide oint- 
ment. The dressings were changed every 
twenty-four hours. 

When using the digitalis ointment, 
the dressings were changed every day, 
in cases of fresh burns every other day. 
If the wounds had been treated first with 
digitalis compresses, the ointment sub- 
sequently was left on for a week. The 
intact skin was always protected with 
zine oxide ointment. In cases which 
necessitated plaster-of-paris casts, the 


ointment was left on for weeks. 

In our work we employed digalen 
(Roche*) in ampule form for the com- 
presses. For ointment, we applied a 
20 per cent digalen ointment with 
Baron’s technic. 

Baron used the digitalis treatment on 
the following types of wounds: infected 
postoperative (12); infected post-trau- 
matie (7); burns (8); carbuncles (8) ; 
leg uleers (4); decubital ulcers (3); 
x-ray burns (1); osteomyelitis (4) ; 
contrast-medium necrosis (1)... total: 
48. All wounds responded well to the 
digitalis applications. Typical was the 
springing up of healthy looking, bright 
red, easily bleeding granulations. Old 
torpid wounds with glazed surface and a 
purulent membranous covering were 
transformed after one or two applica- 
tions of digitalis compresses into healthy 
red granulating wounds. Increased se- 
cretion cleansed the wound rapidly, also 
reducing the swelling in the vicinity of 
the wound and diminishing the existing 
pain. This was particularly evident in 
burn cases. After two or three days the 
epithelium would creep in from the 
border and continue to cover the defect, 


unless there was a depressed area which. 


had to fill in first with granulations. 

Based upon these cases of treatment 
of wounds with digitalis, Baron con- 
cluded that digitalis locally applied: 
(1) improves the blood flow locally with 
concomittant exudation which cleanses 
the wound; (2) reduces the inflamma- 
tory reaction (serous edema) and stimu- 
lates granulations; and (38) facilitates 
epithelial proliferation. 

We were able to confirm these state- 
ments with our digitalis (digalen) ap- 
plications and the ointment. In burn 
cases, this ointment is much more selec- 
tive than tannic acid or silver nitrate 
in preserving cells which are not se- 





* Digalen was kindly furnished by Hoffmann-La 
Roche, Ine., Nutley, N. J. 
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verely injured by heat. Whereas tannic 
acid and silver nitrate form an uniform 
eschar over the whole burned area, digi- 
talis will discriminate and allow regen- 
eration of tissue less severely damaged. 
This is best illustrated in second degree 
burns where, after a few days, multiple 
islands of epithelium appear from the 
ducts of the glands in the skin. This 
prevents plasty in cases which to all ap- 
pearances are third degree burns. The 
multiple islands of new skin prove that 
the burn did not extend so deeply, and 
the glands in the skin were preserved. 

Baron reports a case in which a piece 
of fascia 6 x 8 em. was put into the ab- 
dominal wound for a plastic closure of a 
postoperative hernia. Infection set in. 
It looked as if the fascia would slough 
out. Daily irrigation of the wound with 
digitalis solution, application of com- 
presses soaked with the, same solution, 
and subsequent digitalis ointment ap- 
plication resulted after three weeks in 
an uneventful healing of the fascia in 
_ the wound — for mation of a solid re- 
sistant sca 

Based sho this nsiculinaen Baron in- 
jected digitalis solution (digipuratum) 
in the wound at the end of any operation 
where primary union was questionable. 
The results were uniformly good. 

We followed this suggestion for over 
a year in the following manner. At the 
end of the operation, a narrow rubber 
tube was inserted to the bottom of the 
wound on the trunk, neck or extremity. 
After twenty-four hours digitalis (diga- 
len) solution (ampule) was injected 
slowly through the tube, which was 
gradually withdrawn. We noticed uni- 
formly smooth healing of such a wound 
due to the capillary hyperemia following 
injection. Exact hemostasis at opera- 
tion is a necessary prerequisite for good 
results. The presence of a hematoma 
would make part of the wound inaccess- 
ible to the digitalis solution. The hema- 


toma might also cause subsequent sup- 
puration in the wound. 

In the form of compresses and later as 
an ointment, digitalis proved very valu- 
able in the treatment of torpid, granu- 
lating wounds of the leg or ankle fol- 
lowing extensive traumatic laceration 
with or without concomittant fracture. 
The fracture would heal, but a torpid 
granulating therapy-resistant ulcer 
would result. Compresses with digitalis 
solution filled in the wound with healthy 
granulations in a few days. Subsequent 
digitalis ointment application acceler- 
ated the covering of this bright, healthy, 
granulating wound with epithelium and 
in formation of a freely movable re- 
sistant scar not tender to pressure. 

Baron mentions a case of traumatic 
chronic uleer of the external malleolus 
of twenty years standing, following 
a compound fracture with subsequent 
osteomyelitis. The bone affection healed 
with a stiff ankle joint. The deep ulcer 
resisted all treatment, including cod- 
liver oil ointment. A 20 per cent digi- 
talis ointment (20 ampules digipuratum) 
was applied and the leg immobilized in a 
east for three weeks. <A _ superficial 
wound, filled in with healthy granula- 
tions, was noted after three weeks. Repe- 
tition of the procedure was justified. 
After another three weeks, the wound 
was almost completely epithelized with 
resistant skin. 

In burn eases, the use of compresses 
of digitalis solution followed by applica- 
tion of digitalis ointment scored excel- 
lent results. 

Baron reports the case of a young fe- 
male patient who had suffered a severe 
third degree burn seven months before 
admission to the hospital. On the inside 
of the right thigh she showed a torpid 
ulcer measuring 7.0 x 2.5 em., which re- 
sisted all treatment. A skin plasty was 
contemplated. Digitalis compresses 
were used for eighteen days. Healthy 








446 } DIGITALIS IN WOUND TREATMENT 


readily bleeding granulations filled the 
wound, which measured 5.4 x 1.6 em. 
For six days digitalis ointment was 
used to bring the defect to a complete 
closure. The scar was supple and read- 
ily movable over the underlying tissue. 
The blood supply was good, a character- 
istic of any wound treated with digitalis. 

In our own series of burns, we had a 
similar experience. One third degree 
burn of the neck and chest, which seemed 
to necessitate skin grafting, healed with 
a movable elastic scar under digalen 
ointment in eighteen days after removal 
of the eschar. 

CASE REPORT 

J. R., aged 58, engineer, was hit by a gush 
of live steam. It burned the neck, chest, both 
shoulders and arms. There was a third degree 
burn 22 x 14 em. on the upper aspect of the 
chest. 

First aid consisted in a spray of tincture 
merthiolate followed by application of tannic 
acid merthiolate jelly (amertan). 

After six days the large area on the chest 
was covered with a thick, dry, black eschar. 
Digalen ointment was applied and changed 
every day. After seventeen days, the crust 
was lifted from the wound, exposing a bright 
red granulating surface which bled readily. 
After another eighteen days of daily applica- 
tion of digalen ointment, the chest was cov- 
ered with a supple movable skin. 

After removal of the eschar, there was a 
uniform granulating wound. A few days later 
numerous bluish-white islands of epithelium 
became noticeable all over the defect. Under 
digalen ointment they increased in size rapid- 
ly, thus demonstrating the selective action of 
digitalis on the injured tissue. 

In eases of large carbuncles, a poorly 
vascularized and depressed wound 
forms over the surrounding tissue. It 
usually takes a long time to fill in the 
defect with granulations prior to the 
epithelization. Here digitalis therapy 
gives excellent results. 

Baron has reported a case of a car- 
buncle of the neck. At the beginning of 
the digitalis treatment, the wound 


measured 11.5 x 6 em., ten days later 
8 x 3 cm., twenty days later 6 x 1.7 em. 
after thirty-four days, 2.5 x 1 em. As 
healthy granulations gradually filled in 
the defect, the epithelium grew in from 
the border toward the center. 

‘In decubital ulcers, varicose ulcers 
and x-ray ulcers, which are character- 
ized by a torpid appearance, digitalis 
therapy caused exuberant granulations 
within a few days. Uleers of years’ 
duration with flabby granulations 
changed their appearance within a few 
days under digitalis therapy. 

In varicose ulcers, the treatment of 
the varicosities must not be neglected. 

When dealing with a fistulous tract 
wound, digitalis has to be used with 
caution. Unless the tract is laid wide 
open, the superficial portion of the tract 
might close with subsequent retention. 
The fistula has to heal first. 

In conclusion, we find that the digi- 
talis glucosides, when applied in form 
of compresses or as an ointment, exert 
an intensive local reaction resulting 
from a direct action of the digitalis on 
the cells of the capillary wall, the exact 
nature of which is not known. Probably 
the permeability of the vessel wall is 
diminished. The edema in the vicinity 
of the vessels recedes. Ease of capillary 
flow and cell metabolism in the wound is 
increased and facilitates regeneration 
after elimination of the damaged tissue. 
The best illustrations are old, torpid 
wounds which, under digitalis, are trans- 
formed within a few days into healthy 
granulating wounds. Almost simultane- 
ously epithelization starts at the border 
of the defect. Although this restorative 
process is not so apparent in fresh 
wounds, it enables one to obtain pri- 
mary healing of surgical wounds in 
debilitated persons. 

Digitalis therapy fills a gap in the 
armament of the surgeon to bring to a 
closure wounds which resist other 
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methods. The use of digitalis immedi- 
ately after operation makes the pri- 
mary healing of the incision more se- 
cure, provided the hemostasis has been 
complete and good approximation of 
the different layers has been obtained. 

Dosage of digitalis in this external 
application is irrelevant. Doses which 
would be very toxic when given inter- 
nally have been applied locally without 
any toxic reaction. 


SUMARIO 
Digitalis-glucosidos aplicados a las 
heridas en forma de compresas o de 
unguento o pomada causan ardiente 
reacci6n local, debido a la accién de digi- 
talis en las células de la pared capilar. 
Aplicacién diaria de compresas de 
digalen en ampulas y el uso del ungii- 
ento de 20 por ciento digalen producen 
resultados satisfactorios en casos de 
granulaciones indolentes en heridas de 
la pierna y del tobillo, y en tlceras 
cronicas traumaticas, dectbitas, vari- 
cosas y Ulceras de rayos-x, quemaduras 
de segundo y tercer grado. 

El mecanismo reparativo fué menos 
aparente en heridas frescas. 

El uso de digitalis inmediatemente 
después de intervencién quirirgica en 
casos de hemostasia completa, asegura 
la cura de primera intencién. 


SOMMAIRE 


Les glucosides de la digitale employés — 


sous forme de compresses ou d’onguents 
provoquent une réaction intensive locale 
due a l’action de la digitale sur les cell- 
ules des parois capillaires. 

L’application quotidienne de com- 
presses de digalen et d’un onguent de 20 
pour cent de digalen donne d’excellents 
résultats dans les plaies torpides de la 
jambe et de la cheville, dans les ulcéres 
variqueux et dans ceux dus aux rayons- 
x, et aussi dans les brilures de deuxiéme 
et du troisiéme degrés. Dans les plaies 
récentes, les résultats son moins rapides 
et moins apparents. 

L’emploi de la digitale immédiate- 
ment aprés l’acte opératoire dans les 
cas ou |’hémostase est compléte assure 
la guérison par premiére intention. 


Busosu 

[awkouuAb HallepcTAHKH MpHKAaAHBae- 
Mble K paHe B BHAe KOMIIpeccoB HIM Ma3H 
BH3HBalT OCTpylO Me€CTHEIIO peaKIHIO Kak 
BLI3KIBalOT OCTpylO MeCTHYIO peaKILHW Kak 
KalwuiaApHon crenku. E2xeqnepuoe npuksa- 
AMBaHue Ma3H COfepxKUBalUeh 20 mponeH- 
TOB HallepCTAHKH Jatu XOpOliue pe3y1bTaTH 
pH JeveHHA XPOHH4eCKHX A3B HOTH, XpO- 
HMYeECKHX TpaBMaTM¥eCKHX PaH, BapHKO3- 
HHX HM P€HTTEHOBCKUX 13B HM OKOTOB BTOPOH 
H TpeTew cTreneHu. Xopomee Banaue 
Takxe OHIO 3aMe€4YCHHO IPH CBEKHX paHax. 
IIpumenenue HanepcTanku cehuac-xe HOCIe 
onepayuu rapaHTupyeT IIpM MomHOK reMo- 
cTa3e 3axKHBaHHe ep IipuMamM. 
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Continuous Spinal Anesthesia in Relation to 


Upper Abdominal Surgery” 


E. G. JOSEPH, M.B., M.R.G.S., M.S. 
JERUSALEM, PALESTINE 


partment of the Hadassah Hos- 

pital, Jerusalem, adopted spinal 
anesthesia as the method of choice in all 
operations below the diaphragm. This 
form of anesthesia is almost ideal if 
carried out with a good technic and if 
proper precautions are taken. 

Unfortunately, procaine, the least 
toxic of all the usual agents, has two very 
serious defects. First, its effects can 
never be absolutely relied upon; in a 
certain percentage of cases the drug 
refuses to act. Second, the duration of 
the anesthesia leaves much to be de- 
sired. 

A good anesthesia with novocain can 
usually be guaranteed for about 45 min- 
utes. Following this period the effect is 
completely unreliable. The great ma- 
jority of operations can be completed 
within this time limit, but a gastric re- 
section of the Polya type requires any- 
where from 114 to 114 hours, thus leav- 
ing a very considerable period in which 
a general anesthesia must be adminis- 
tered. 

For the average surgeon this is a very 
distressing state of affairs, but for the 
Palestinian surgeon, who lacks the more 
costly types of anesthetic agents, this 


pat years ago the Surgical De- 





*From the Surgical Department, Hadassah Uni- 
versity Hospital. 
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deficiency is an absolute calamity. 

Some time ago percaine came to the 
fore, and was seized upon with alacrity 
in our department. Unfortunately, al- 
though faithfully following out the in- 
structions of Howard Jones, we had two 
fatalities through using this drug. It 
must be added in extenuation that we 
used percaine only for high anesthesia 
and in the maximum dosage. 

Percaine was promptly discarded; 
again the problem of finding an anes- 
thetic that would combine adequate 
safety with continuous relaxation be- 
came very pressing. 


LEMMON’S METHOD 


The January, 1940, number of Annals 
of Surgery contained an article by 
Dr. William Lemmon on ‘‘Continuous 
Spinal Anesthesia.’? To my mind this 
paper opened up a completely new chap- 
ter in the long history of anesthesia, at 
one bold stroke solving the most diffi- 
cult aspects of this intricate problem. 

Here is a method which combines the 
nontoxity of novocain with the depth of 
anesthesia of percaine, also complete 
certainty of efficacy with adequate dura- 
tion and safety. 

For those who have not read Dr. Lem- 
mon’s article I would like to quote 
briefly the salient features of his method, 
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using his own words: 


The equipment needed to administer re- 
peated injections into the spinal subarachnoid 
space during surgical operations consists of : 
(1) a rubber-covered pad or mattress; (2) 
spinal needles; (3) rubber tubing; (4) stop- 
cock; (5) Luer-lok connections; (6) a 10 ce. 
syringe. 

The rubber-covered (with zipper) mattress 
is 5 inehes thick, 18 inches broad and 6 feet 
long. It has a gap 7 inches in length that is 
beneath the lumbar spine when the patient 
is supine. This gap is continuous with another 
gap which comes to the side of the mattress. 
There is a break in the center of this mattress, 
so that the lower part that supports the lower 
extremities may be detached when the patient 
has the legs in stirrups for plastic or perineal 
operations. If an abdominal celiotomy follows 
the perineal operation, the patient is pulled 
back in position on the operating table, and 
the lower half of the rubber-covered mattress 
is held in place by straps with buckles. This 
mattress will fit any operating table. Future 
operating tables and pads may be made with a 
space for the use of continuous spinal anes- 
thesia. 

The spinal puncture is made with the pa- 
tient lying on one side, and the back of the 
patient is toward the side of the mattress 
with the gap in it. As soon as the cerebrospinal 
fluid escapes, 6 cc. are drawn into a 10 ee. 
Luer syringe. The syringe is disconnected, 
and the needle in the spine plugged with a 
trocar to prevent escape of spinal fluid. Six 
hundred mg. of procaine hydrochloride (novo- 
cain, neocaine) is now dissolved in 6 ee. of 
spinal fluid. The 10 ee. syringe containing 600 
mg. of novocaine dissolved in 6 ec. of spinal 
fluid, is now connected to a Luer-lok connec- 
tion with a stopcock which connects to about 
3 feet of rubber tubing. The stopeock is open- 
ed and 2 ee. of the fluid containing novocain 
is forced into the rubber tubing. The stopeock 
is closed. This fluid displaces the air in the 
tubing. The Luer-lok connection at the op- 
posite end of the tubing is connected to the 
needle in the spine. This connection is made 
secure. The stopcock is opened and 1 to 2 ee. 
of fluid introduced into the subarchnoid space 
from the 10 ee. syringe. The stopcock is closed 


and the 10 ec. syringe now has the remaining 
fluid left. 

The patient is turned on his back with the 
needle left in the spine, and the needle is so 
placed that it is in the center of the gap in 
the pad. It does not touch the table or the 
mattress at any time. The patient is then tested 
for analgesia and relaxation. If analgesia is 
not present within ten minutes, an additional 
dose of spinal fluid containing novoeain is 
introduced by turning the stopcock and press- 
ing the plunger of the 10 ce. syringe. If addi- 
tional novocain is needed, it may be dissolved 
in sterile water, 100 me. to each ee. and intro- 
duced as it is required. The spinal puncture 
is usually made in the second or the third 
lumbar interspace. The level of analgesia has 
been easily controlled by the position of the 
patient, dilution of the analgesic drug, and 
the force of injection. Procaine hydrochloride 
has been employed because it is the least 
toxie of all drugs used in producing spinal 
anesthesia. 


In Palestine it was not possible to 
obtain the apparatus described, but it 
was possible to improvise the necessary 
tubing by taking the Carrel-Dakin tub- 
ing, which has a very small bore, and 
surrounding it with pieces of No. II 
catheters, thus giving the apparatus the 
necessary stability. The mattress was 
easily made. 

This method was used in 24 eases, 
though it was slightly modified inas- 
much as we gave the first 200 mg. of 
novocain by means of the syringe in 
the usual way. 

The tubing was then connected with 
the needle, the patient was turned on his 
back and the Lemmon procedure was 
sarried out. 


AUTHOR’S RESULTS 


Twenty-four operations for gastrec- 
tomy using the Polya technic were car- 
ried out by this method, the average 
dose of novoeain varying between 300 
and 400 mg. and the operations lasting 
from 114, to 11% hours. In only 2 cases 
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was it necessary to supplement the anes- 
thesia with a small quantity of ether. 

Two operations for gastrojejunal colic 
fistula were also carried out by Pro- 
fessor Mandl by means of this anes- 
thesia. In each case the procedure 
lasted approximately 3 hours, and 600 
mg. of novocain were administered. In 
neither patient did the pulse show any 
acceleration. 

I have carried out 31 gastrectomies 
under this form of anesthesia; in all ex- 
cept 2 cases the anesthetic left nothing 
to be desired. The general condition of 
the patients never varied during the 
operation and there was at no time any 
sign of shock. 

The method has one unusual advan- 
tage over any other kind of spinal anes- 
thesia, for the maximum dose need not 
be given at the beginning. This seem- 
ing paradox is illustrated by the follow- 
ing example: 


CASE REPORT 


An old lady came into hospital complaining 
of incessant vomiting of several days dura- 
tion ; indeed, she gave the impression of being 
in the last stage of dissolution. It was shown 
that the duodenojejunal junction was com- 
pletely obliterated. Operation was performed 
under continuous spinal anesthesia, only 150 
mg. of novocain being administered. A huge 
tumor of the pancreas was disclosed and an 
anterior gastroenterostomy with enteroenter- 
ostomy was carried out. During the course of 
the operation the first injection of 150 mg. of 
novocain began to lose its effects. A further 
100 mg. of the drug was inserted and the 
operation concluded with perfect anesthesia. 
Had the usual dose of 200 mg. been adminis- 
tered at the beginning, it is very questionable 
whether the patient in her weak state could 
have tolerated the amount. 


It must be emphasized that in all these 
24 operations intravenous saline ther- 
apy had been induced before the opera- 
tions had begun and was continued dur- 
ing the subsequent procedure. 


The following tabulation gives de- 
tails of dosage and results: 


Operation Dosage Results 

1. Gastrectomy 400 mg. 

2. Gastrectomy 300 mg. 

3. Gastrectomy (?) Anesthesia 
insufficient 

4. Gastrectomy 400mg. Abducens 
slight 
headache 

5. Gastrectomy 400mg. Excellent 

6. Gastrectomy 300mg. Excellent 

7. Gastrectomy 400mg. Excellent 

8. Gastrectomy 400 mg. Excellent 

9. Gastrectomy 400mg. Excellent 

10. Gastrectomy 400 mg. Excellent 

11. Gastrectomy 400mg. Excellent 

12. Ileocolostomy 400 mg. 

13. Gastrectomy 400 mg. 

14. Gastrectomy 600 mg. Good. Little 
ether at end. 

15. Gastrectomy 300 mg. 

16. Gastrectomy 300 mg. 

17. Gastrectomy 300 mg. 

18. Gastrectomy 500mg. 31% hours 

19. Gastrectomy 300 mg. 


314 hours 
3 hours 
11% hours 


20. Gastrocolic jejun. 600 mg. 
21. Gastrocolic jejun. 600 mg. 
22. Gastrectomy 300 mg. 
23. Anterior 
gastroenterostomy, 
enteroenterostomy 150 mg. 
24. Gastrectomy, 


gastric ulcer 400mg. 1%4 hours 


SUMMARY 


Dr. Lemmon has described a method 
of inducing continuous spinal anes- 
thesia which will maintain the anesthesia 
for an almost indefinite time without 
alteration in pulse and blood pressure 
and without any toxic symptom. The 
author has used this method in 24 ma- 
jor operations, the majority of which 
were gastrectomies of the Polya type, 
without any untoward symptoms of any 
kind. In his opinion this method repre- 
sents a tremendous advance in the prog- 
ress of abdominal surgery and the near- 
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est approach to a perfect anesthesia yet 
produced. 


SUMARIO 


Kl Dr. Lemmon ha descrito un método 
para producir la anestesia espinal 
continua que mantendia ésta un tiempo 
casi indefinido sin alteracién del pulso, 
de la presién arterial, y sin ningtn 
sintoma téxico. El autor ha usado este 
método en 24 operaciones grandes, la 
mayoria de las cuales fueron gastrec- 
tomias del tipo Polya, sin presentarse 
ningtin sintoma adverso de cualquier 
origen. En su opinién este método 
representa un gran avance en el proceso 
de la cirugia abdominal y el aproxima- 
miento mas cercano a una anestesia 
perfecta. 


SOM MAIRE 


Le Dr. Lemmon a décrit une méthode 
pour enduire anesthésie spinale con- 
tinue, qui mantienne l’anesthésie pour 
un temps presqu’infini sans d’altera- 


tions du poulse ou de la pression de 
sang et sans de symptémes toxiques. 
L’auteur a employée cette méthode dans 
24 majeures opérations, dont la plus 
grande partie étaient gastrectomies du 
type de Polya, sans de successifs symp- 
tomes d’aucun gendre. Dans son opinion 
cette méthode représente un avantage 
énorme dans le progrés de la chirur- 
gie abdominale et le plus prés rappro- 
chement a une perfecte anésthesie 
produit jusqu’ici. 


Bu BoAE 


Astop omuchiBaetT MeTOAy HellpephBHOTO 
HHTpaTeKatbHoro O6e3601eBaHHA, KOTOpOe 
MOET JIHTBCA HACKOAbKO yrofHO 6e3 u3- 
MeHeHuit B Iysce HM KpOBHOM JaBIeHHu HU 
6e3 TOKcuYecKuX aABIeHuH. ABTOp ynoTpe- 
Oua ceit MeTo, B 24 onepannax, OorbIUIMH- 
cTBO M3 Hux ractpekoMuu Tuna Lloazna, 
IIpH MOAJHOM OTCYTCTBHH KaKHX OBI TO HH- 
OHIO ONacHHx cuMuTOMOB. ABTO pToro 
MHEHHA, ITO ITOT METOA MpefcTaBlaeT Co- 
601 OrpoMHEIH War B aOAOMMHaIbHOK Xu- 
pypruu u O1zuxattmui’ moA_xo_ K ufearb- 
HOMy OG6e3607eBaHHUD. 


Tuberculosis del Ciego* 


(Tuberculosis of the Cecum) 


JUAN M. ALLENDE, M.D., F.1.C.S. (Hon.) 
CORDOBA, ARGENTINA 





SUMMARY 


This study, based on extensive 
clinical observations, analyzes the 
symptomatology, clinical findings, 
diagnosis, complications, prognosis 
and treatment of tuberculosis of the 
cecum. Half of the cases in this 














* Presented at the Third International Assembly of the 
International College of Surgeons held in Mexico City, 
August, 1941. 


series presented pulmonary lesions, 
particularly of the hematogenous 
type. The localization in the cecum 
is principally that of the ulcerative 
hyperplastic type. The conclusions 
reached from this study are that 
while ileocolotomy occasionally 
leads to permanent cure, resection 
in one or two stages is more de- 
pendable and is followed by better 
clinical results. 
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tantes con la tuberculosis pulmonar, 

habian sido ya observados por la 
Escuela Hipocratica hace muchos siglos; 
se consideraba que la diarrea atacando a 
una persona con tisis, era un sintoma 
mortal, pero no se atribuia a la misma 
causa que la afeccién pulmonar. En 1715 
Brunner describi6é la localizacién de la 
tuberculosis en las placas de Payer en un 
caso de tuberculosis pulmonar. Bayle en 
1810, afirmé que en el 65 por ciento de 
los tisicos existian lesiones intestinales. 
Kin el periodo comprendido entre 1781 y 
1826, Laennec y su escuela destacaron la 
coexistencia de lesiones tuberculosas en 
el pulmoén y en el intestino. Andrat en 
1832 hizo notar la localizacién preferente 
de la tuberculosis en la regién ileocecal 
y. en 1855 Rokitansky describié la ana- 
tomia patologica. 

La region ileocecal es el lugar en que 
con mas frecuencia asienta la tuberculo- 
sis intestinal y en esto concuerdan las 
estadisticas de casi todos los autores que 
se han ocupado de su estudio. En con- 
cepto de Smithies en el 60 por ciento de 
los casos, la tuberculosis principia como 
una enfermedad bien localizada, asen- 
tando principalmente en el apéndice o el 
ciego. Las distintas teorias patogénicas 
dan argumentos de valor para explicar la 
frecuencia de esta localizacién: el paso 
mas lento del contenido intestinal por 
esos sitios, para los sostenedores de la 
teoria enterégena y la rica irrigacién de 
la regiodn ileocecal por el tronco ileo- 
cdlico, para los que afirman el origen 
hematdégeno de la enfermedad. 

Se ha considerado responsable de la 
enfermedad que nos ocupa en un porcen- 
taje alto de veces, al bacilo tuberculoso 
de tipo bovino. La opinién de Brown y 
Sampson, es que el bacilo bovino, causa 
las lesiones intestinales con mucho menos 
frecuencia que el de tipo humano y no 
econsideran fundamental la diferencia 
entre los dos tipos de bacilos, destacando 


RK trastornos intestinales concomi- 


la importancia de la diferencia de reac- 
cién en los huéspedes. 

Kin nuestras observaciones no obstante 
haber tenido un nimero apreciable de 
casos de tuberculosis de forma hiper- 
plasica o tumoral, hemos encontrado en 
ellas con mucha frecuencia, lesiones en 
el ileon, pues habitualmente comproba- 
mos que no se trataba de formas tumo- 
rales puras, sin lesién de la mucosa, sino 
que en la mayoria de los casos la autopsia 
0 el examen de la pieza operaioria, revelé 
ulceraciones de distinta extensién y 
tamano, lo que nos permite afirmar que 
se trataba de tuberculosis tlcero hiper- 
plasicas, en que la lesién inicial fué la 
tilcera, al revés de lo que ocurre en el 
tuberculoma cecal primitivo. 

Los primeros sintomas de la tuber- 
culosis cecal suelen manifestarse por 
pérdida del apetito, disminucién del peso 
y falta de fuerzas y sobre todo por 
dolores. El] dolor se presenta de diferen- 
tes maneras, segtin el periodo de evolu- 
cidn y la forma clinica. Hemos observado 
algunos casos que refieren un dolor 
agudo a iniciacién epigadstrica y luego 
localizado en la fosa iliaca derecha, con 
un cuadro que se confunde con él de la 
apendicitis aguda. Kin otros casos estas 
crisis Son menos agudas y se repiten con 
mayor o menor frecuencia, simulando la 
apendicitis crénica. Hemos visto enfer- 
mos con crisis de célicos intestinales, 
especialmente en la forma tumoral. En 
estos casos también suele presentarse el 
vomito. 

Cuando hay participacién peritoneal, 
con periviceritis mas 0 menos acentuada, 
los dolores son constantes, con exacerba- 
ciones que a veces llegan a ser tan in- 
tensas, que producen una verdadera in- 
validez al enfermo. 

La palpacién del abdomen puede ser 
negativa, en otros casos se despierta muy 
poco dolor por ella, sobre todo en la 
forma tumoral pura. In las formas 
ulcerosas bien localizadas, hay dolor a 
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nivel del punto de McBurney y con 
frecuencia los enfermos vienen a con- 
sultar por una presunta apendicitis 
eronica. Kn las formas ulcerosas ex- 
tendidas, el dolor a la palpacién es tan 
exquisito, que a veces resulta imposible 
efectuarla. 

La diarrea es habitual en las formas 
ulceradas, lo mismo que la sangre y las 
gleras. En las formas tumorales hemos 
comprobado periodos de constipacién y 
de diarrea. Ein estos casos los enfermos 
suelen presentar borborismos intesti- 
nales més o menos persistentes e in- 
tensos, segiin el grado de estrechez. 

La temperatura suele ser poco apre- 
ciable en la forma tumoral pura, en las 
formas ulceradas se registra general- 
mente una febricula y en las formas en- 
teroperitoneales, cuando hay grandes 
ulceraciones y formacién de abscesos, la 
temperatura es mas elevada. 

El examen de sangre, por lo general y 
atin en las formas ulceradas, no da cifras 
muy bajas de hemoglobina y glébulos 
rojos. La leucocitosis elevada, se la ob- 
serva en las formas ulceradas y entero- 
peritoneales, en las cuales hay infeccién 
secundaria. En nuestras Utltimas ob- 
servaciones, hemos seguido la eritro- 
sedimentacion y habitualmente encontra- 
mos cifras altas. 

Recorriendo nuestra casuistica, vemos 
que el antecedente de melena se registra 
con frecuencia, porque en casi todos los 
enfermos se han encontrado ulceraciones 
intestinales. La hemorragia no se pre- 
senta en las formas hiperplasicas puras, 
en las cuales la mucosa esté indemne y 
que de acuerdo a la reducida experiencia 
que poseemos, constituyen la excepcidn. 

La presencia de bacilos de Koch en las 
deposiciones, sdlamente tiene valor 
cuando no se ha comprobado bacilos en 
los esputos, es decir, cuando no hay le- 
sién pulmonar en actividad. En estos 
casos el bacilo se encuentra en las 


deposiciones en el 75 al 95 por ciento 
de los examenes (Clairmont). En las 
tisis cerradas, con lesiones graves in- 
testinales, puede no encontrarse bacilos 
en las deposiciones. Es necesario tam- 
bién tener en cuenta que en las materias 
fecales se hallan en ciertas ocasiones 
hacilos acido-resistentes, que no corres- 
ponden al bacilo de Koch y que tienen 
otro origen. Tuvimos oportunidad de 
atender una enferma que tenia un 
tumor en la fosa iliaca derecha y que 
presentaba un cuadro abdominal que 
correspondia a una afeccién del colon, 
con diarreas profusas, alta temperatura 
y un estado general deplorable. En las 
materias fecales se encontraron bacilos 
Acido-resistentes. H] tumor deformaba el 
ciego y en la radioscopia y radiografia 
aparecia una falsa imagen de defecto de 
llenamiento, pues el tumor que se abrié 
expontaneamente al colon sigmoideo o 
recto, result6 ser un quiste dermoideo de 
ovario supurado. 

Debemos recordar que recientemente 
—se ha llamado la atenci6n, sobre la 
posibilidad de que el bacilo de Koch 
pueda ser también, escretado por la bilis. 

En nuestros enfermos, solicitamos 
radiografia de pulm6én y radioscopia y 
radiografia de los distintos segmentos 
del aparato digestivo. EK] estudio del colon 
lo realizamos también, después de prac- 
ticar el enema opaco, haciendo evacuar 
a éste y luego con insuflacion de aire. Los 
signos radiolégicos mas salientes son: el 
defecto de llenamiento (signo de Stier- 
lin) y el éstasis ilear, que muy frecuente- 
mente coincide con una insuficiencia de 
la valvula ileocecal, comprobada en la 
radiografia por enema. La alteracién de 
los movimientos del intestino a nivel de 
la porcién ulcerada, se traduce habi- 
tualmente por un hiperperistaltismo y 
Brown y Sampson, sobre todo, han llama- 
do la atencién sobre la exagerada irri- 
tabilidad espastica del fleon y del ciego 
en la tuberculosis inicial. 
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‘n 11 de nuestras observaciones, se 
han puesto en evidencia al examen 
radiografico principalmente, lesiones 
pulmonares de distinto tipo, predomi- 
nando las formas hematdégenas. 


Distinto criterio se ha tenido para 
hacer una clasificacion de las diferentes 
formas de tuberculosis cecal. Nos ha 
parecido que la clasificacién andtomo- 
clinica sigue siendo la mejor. La forma 
tumoral hiperplasica e hipertréfica, co- 
rresponde a lo que se ha denominado 
tuberculosis primitiva del ciego y se la 
encuentra con mayor frecuencia en la 
gente de edad. En cambio las formas 
ulceradas y entero-peritoneal, llamadas 
también formas secundarias, son patri- 
monio de personas jévenes que tienen 
con frecuencia lesiones pulmonares en 
actividad. Este concepto de tuberculosis 
primitiva y secundaria no se ajusta a la 
realidad y una divisién exacta en las 
diferentes formas antes mencionadas 
tampoco es posible, pues en muchas 
ocasiones se encuentran al par que 
lesiones de tipo hiperplasico, ulcera- 
ciones y localizaciones peritoneales mas 
o menos extendidas y sdélo es posible 
clasificar la forma, teniendo en cuenta 
la predominancia de una u otra de las 
lesiones antes anotadas. Ein general la 
forma més quirirgica, por asi decir, es 
la tumoral, que con frecuencia se pre- 
senta sin manifestaciones pulmonares 
apreciables, pero que en ocasiones se las 
puede encontrar graves como lo ha hecho 
notar Loeper. En nuestros enfermos 
raras veces hemos comprobado la exis- 
tencia de la forma tumoral pura sin 
ulceraciones de la mucosa. En cuanto a 
la forma ulcerada las lesiones pueden 
estar localizadas al ciego, extendiéndose 
a veces al colon ascendente y transverso. 
Estos casos entran dentro de la categoria 
de las formas quirirgicas. La forma en- 
tero peritoneal puede tener una evoluci6n 
cronica o aguda. La primera representa 


generalmente una complicacién de la tu- 
berculosis ulcerosa y aparece como una 
tuberculosis tilecero-caseosa, terminando 
en la formacién de abscesos y fistulas o 
evolucionando hacia la forma fibrosa 
(Berard y Patel). La forma aguda es mas 
bien una afeccién generalizada del intes- 
tino, pero que se manifiesta con sintomas 
predominantes a nivel de la regi6én ileo- 
cecal; acompafia con frecuencia brotes 
septicémicos laringeo-faringeos, siendo 
en realidad una complicacién de la tu- 
berculosis pulmonar hematdégena, de la 
que representa su etapa final. Esta 
forma generalmente se observa en 
sujetos jovenes y el cuadro clinico se 
caracteriza por diarrea profusa y dolores 
localizados sobre todo en la fosa iliaca 
derecha, seguidos mas tarde de meteo- 
rismo, vomitos y luego ascitis (Villafaiie 
Lastra). 

El diagnéstico diferencial de la en- 
fermedad que nos ocupa debe hacerse 
sobre todo, teniendo en cuenta las form- 
as andtomo-clinicas. En la tuberculosis 
hiperplasica es con los tumores malignos 
y con los procesos inflamatorios especi- 
ficos y no especificos que se plantea 
habitualmente el problema. Para su me- 
jor solucién los exémenes clinico, radio- 
logico y de materias fecales se comple- 
mentan. En los tumores malignos el de- 
fecto de relleno observado en el examen 
roentgen da una imagen muy parecida a 
la que se encuentra en el tuberculoma 
del ciego, pero siendo muy frecuente la 
forma vegetante del cancer, la imagen 
lacunar, se presenta como expresién mas 
o menos tipica de la neoplasia. El ex- 
amen de sangre arroja cifras mas bajas 
de glébulos rojos y hemoglobina en los 
tumores que en la tuberculosis, esto lo 
hemos verificado en nuestros pacientes 
y es un hecho sobre el cual ya han in- 
sistido numerosos autores. En la tuber- 
culosis de forma hiperplasica, que con 
frecuencia tiene ulceraciones, se encuen- 
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tran a veces bacilos acido-resistentes en 
las materias fecales, lo que como ya 
hemos dicho tiene importancia para el 
diagnostico, cuando no hay lesién pul- 
monar en actividad. Debo recordar que 
se citan casos (Feissly) de bacilos de 
Koch en las deposiciones, en sujetos 
portadores de cancer del colon. El diag- 
nostico diferencial puede ser atin dificil, 
desde el punto de vista andtomo-pato- 
l6gico macroseépico y hemos tenido al- 
gunos enfermos en que la duda ha 
persistido, atin con la pieza anatémica 
en la mano. En la literatura hay casos 
relatados, de lesiones tubereulosas y 
cancerosas mas 0 menos proéximas. 

En los plastrones apendiculares resi- 
duales, sobre todo en las apendicitis 
retrocecales subagudas con intensa re- 
accién inflamatoria del tejido celular 
iliaco se puede plantear el diagnéstico 
diferencial con la tuberculosis cecal. Kin 
estos casos en la inflamacién participa 
generalmente el epiplén, el mesenterio y 
las paredes intestinales. En el examen 
radiol6gico suele presentarse una altera- 
cién de la imagen del ciego dando un 
defecto de llenamiento. Hemos tenido 
oportunidad de observar algunos casos 
diagnéstico dudoso y uno de los iltimos, 
fué un enfermo en que la duda del 
diagndéstico, llevé al cirujano a practicar 
la reseccién del ciego y colon ascendente ; 
el examen andtomo patolégico micro- 
scdpico, revelé que se trataba de un pro- 
ceso inflamatorio no especifico. 

En los antecedentes de estos enfermos 
con plastrones apendiculares residuales, 
el buen interrogatorio descubre casi 
siempre el antecedente del ataque agudo. 

En la actinomicosis el plastrén invade 
rapidamente las partes blandas y da 
lugar a la formacién de abscesos y 
fistulas. 

En la amebiasis el examen de las ma- 
terias fecales descubre casi siempre la 
presencia de la ameba histolitica o sus 
huevos. 


Resumiendo nuestra experiencia po- 
demos afirmar que la radiologia aplicada 
al estudio de los tumores del ciego no da 
imagenes absolutamente tipicas. 


Ein las formas ulceradas, como el de- 
fecto es cambiable, se pueden apreciar 
perfectamente las modificaciones de la 
imagen del ciego en las radiografias 
tomadas después de ingestién y después 
de la enema opaca, pero es indispensable 
poseer otros elementos de juicio, pues el 
defecto de llenamiento, obedece al hiper- 
peristaltismo condicionado por las tilcer- 
as. Debemos tener siempre en cuenta, 
que en la tuberculosis generalmente las 
lesiones no se localizan solamente en el 
ciego, sino también en el fleon. En la 
forma enteroperitoneal crénica y bien lo- 
calizada, el diagéstico diferencial debe 
hacerse con los procesos crénicos dolo- 
rosos de la fosa iliaca derecha, sobre todo 
con la apendicitis crénica. El estudio 
prolijo del enfermo, la existencia de 
lesiones pulmonares en actividad, la 
febricola, las perturbaciones del pulso, 
son otros tantos sintomas que junto con 
el examen radiol6gico minucioso pueden 
llevar al diagnéstico. 

De las complicaciones que hemos ob- 
servado debemos recordar la oclusi6n in- 
testinal, que generalmente se presenta 
en forma incompleta en las tuberculosis 
hiperplasicas, manifestandose por mete- 
orismo pasajero y célicos intestinales 
més 0 menos intensos. 


La tuberculosis ulcerosa raras veces 
da lugar a estrecheces a nivel del ciego 
y del colon. Berard y Patel afirman que 
la cicatrizacién de las ulceraciones ce- 
cales es posible, pero la esclerosis es 
menos completa que sobre el intestino 
delgado y no termina casi nunca dando 
estenosis cicatricial. Oppel ha llamado la 
atencion, sobre la rareza de las estenosis 
multiples en el intestino grueso. 


En nuestra casuistica anotamos tres 
casos de perforaci6n: uno corresponde a 
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un enfermo que hizo un absceso en la 
region lumbar, el que fué abierto dando 
lugar a la formacién de una fistula 
estercordcea; el otro no corresponde en 
realidad a una tuberculosis del ciego, sino 
que fué una perforacién de una tlcera 
del intestino delgado al peritoneo y el 
iltimo se trataba de una perforacién 
a vejiga. , 

Hasta hace poco tiempo se consideraba 
favorable el prondstico en las formas 
quirtirgicas de la tuberculosis del ciego, 
que correspondian al tuberculoma o 
tuberculosis hipertréfica o hiperplasica, 
como también se han designado. En cam- 
bio era de pésimo prondstico la tuber- 
culosis ulcerosa del ciego, sobre todo en 
las formas no bien localizadas en en- 
fermos portadores de lesiones pulmo- 
nares en actividad. Calixto J. Numez 
gastroenterélogo del Instituto de Tisio- 
logia de Cérdoba, haciendo un estudio 
estadistico ha llegado a la conclusion, 
que si bien el porcentaje de mortalidad 
es alto en los enfermos portadores de 
tuberculosis intestinal secundaria (55.43 
por ciento), la muerte se debe en la gran 
mayoria de los casos (49.53 por ciento), 
a la lesién pulmonar y solo el 5.51 por 
ciento muere a consecuencia de la 
evolutividad o de las complicaciones de 
la localizacién intestinal. El mismo autor 
destaca un hecho ya comprobado por 
otros, de que las ulceraciones tubercu- 
losas del intestino tienen gran tendencia 
a la curacién y hace referencia a los 
resultados de sus investigaciones autép- 
sicas que confirman plenamente la apti- 
tud de cicatrizar que tienen las tilceras 
tuberculosas intestinales. El concepto, 
pues, sobre el prondéstico de la tuber- 
culosis secundaria del ciego, ha cambiado 
y hoy en dia se puede hablar de curacién 
médica o quirirgica de esta penosa en- 
fermedad. Teniendo en cuenta lo que 
antecede, autores como Smithies, sosti- 
enen que la precocidad del diagnéstico, 
que permite hacer rapidamente un trata- 


miento adecuado, constituye un im- 
portante factor de buen pronéstico. 


En lo que se refiere al tratamiento de 
la tuberculosis del ciego, nuestra experi- 
encia se relaciona tinicamente a la 
terapéutica quirirgica. En Cérdoba, el 
Professor Villafaie Lastra y el Dr. 
Calixto J. Niifez han tratado con éxito 
tuberculosis del ciego de forma ulcerosa, 
con régimen dietético, administracién 
adecuada de vitaminas, helioterapia y 
rayos ultravioletas. 


La idea de tratar quirirgicamente la 
tuberculosis del ciego, se remonta al afio 
1882, en que Gussembauer, hace notar la 
posibilidad de resecar las lesiones en la 
forma hiperplasica de la tuberculosis ce- 
cal y Conrad, en 1898, en la Clinica Guss- 
embauer, publica 81 casos operados. 
Czerny, en 1886, practica la primera re- 
seccion. En los tiltimos tiempos es sobre 
todo Archibald, quien ha llamado mas la 
atencién sobre el gran valor de la ciru- 
gia, cuando la lesién tuberculosa esta 
localizada. . 


La mayor indicacién del tratamiento 
quirtirgico en la tuberculosis cecal, co- 
rresponde a la forma _hiperplasica, 
generalmente llamada tuberculosis 
quirtirgica del ciego, en oposicién a la 
tuberculosis ulcerosa y a la forma entero- 
peritoneal, que se dicen tuberculosis 
médicas. Sin embargo en las formas 
ulcerosas cuando las lesiones son locali- 
zadas y por consiguiente diagnosticadas 
precozmente y se presentan en enfermos 
con procesos pulmonares apagados o en 
actividad, para los que se necesita dis- 
poner de buenas condiciones del aparato 
digestivo, a fin de hacer una alimenta- 
cidn adecuada, las indicaciones quirtr- 
gicas se plantean muchas veces y las 
operaciones suelen dar resultados favo- 
rables y a veces inesperados, como ha 
ocurrido en algunas de nuestras obser- 
vaciones. Nijiez que trata médicamente 
con buen éxito, las tuberculosis ulcerosas 
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localizadas del ciego, aconseja la cirugia 
en todos los casos de lesiones tlcero- 
hiperplasica o tlcero-estenosante, con 
sufrimientos continuados para el en- 
fermo. 

El tratamiento quirirgico ideal, lo 
constituye la reseccién seccionando el 
jleon y el colon a distancia del sitio 
ocupado por las lesiones y practicando la 
anastémosis ileo-célica. Esta operacion 
puede hacerse en uno o dos tiempos, 
segiin el estado general del enfermo y 
segiin también las condiciones locales que 
se encuentren, durante el acto operato- 
rio. Nuestro criterio actual es de que 
siempre que se pueda, la resecci6n en un 
tiempo tiene grandes ventajas, pues en 
las operaciones fragmentadas ocurre 
muy frecuentemente, que los enfermos 
mejorados después del primer tiempo, se 
resisten al segundo, surgiendo después 
inconvenientes debidos principalmente 
al reflujo del contenido intestinal en el 
asa excluida. 

Al efectuar la ileocolostomia, secciona- 
mos siempre el ileon. Para evitar los in- 
convenientes de éstasis antes menciona- 
dos, algunos cirujanos, después de secci- 
onar el jleon y el colon, abocan los cabos 
a la piel, teniendo también asi la posi- 
bilidad de tratar localmente la lesién 
intestinal. Recién en un segundo tiempo, 
efectudn la extirpacién del asa excluida. 
No tenemos ninguna experiencia con este 
tipo de operacion. 

Con la ileocolostomia sdélamente, se 
han observado algunos resultados dura- 
deros; nosotros hemos conseguido mejo- 
rias notables en enfermos con tubercu- 
losis pulmonares en evolucién que no 
podian alimentarse. Sin embargo se 
cuentan bastantes malos resultados y un 
gran nimero de enfermos no mejoran 
y algunos sintomas como la diarrea, a 
veces mas bien se agravan. 

La ileostomia es una operaci6n sobre 
la cual no tenemos experiencia, pero que 


parece dar buenos resultados como re- 
curso paliativo en los casos de obstruc- 
cién o de sintomas irritativos muy ex- 
tendidos que exponen al fracaso, si se 
practica una ileocolostomia, por el peli- 
gro de la falla de las suturas. Es lo que 
nos ocurrié en un enfermo del distin- 
guido tisidlogo argentino Dr. Antonio 
Cetrangolo, operado en el Sanatorio de 
Ascochinga. 

Hemos antedido 21 enfermos con 
lesiones tuberculosas localizadas en la 
region ileocecal: 2 casos no se intervi- 
nieron; en 2 se efectué una laparotomia 
exploradora; en 8 ileocolostomia; en 5 
recession en dos tiempos y en 4 la extir- 
pacioén en un tiempo. 


SUMARIO 


El estudio de las observaciones clinicas 
que motivan esta comunicacion, nos ha 
permitido analizar la sintomatologia, 
formas clinicas, diagndéstico, complica- 
ciones, prondstico y tratamiento de la 
tuberculosis del ciego. La mitad de los 
casos han presentado lesiones pulmo- 
nares, principalmente del tipo hemato- 
geno y la localizacién en el ciego ha 
correspondido con mayor frecuencia a la 
forma Ulcero-hiperplasica. El examen de 
los enfermos operados nos ha llevado a 
la conclusién de que si bien, la ileocolos- 
tomia logra a veces curaciones estables, 
la reseccién en uno o dos tiempos ofrece 
mayores garantias y proporciona por 
consiguiente, los mejores resultados 
terapéuticos. 
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RESUME 

L’étude des observations cliniques 
fournies par Allende, nous permet 
d’analyser la symptomatologie, les 
signes cliniques, le diagnostic, les com- 
plications, le pronostic et le traitement 
de la tuberculose du coecum. La moitié 
des cas de |’auteur avait des lésions 
pulmonaires, particuli¢rement d’origine 
hematogéne, et les localisations au 
coecum étaient de nature hyperplastique 
ulcérative. La revue des cas nous porte 
a la conclusion que méme si |’iléocolos- 


tomie donne parfois des guérisons per- 
manentes, la résection donne de meil- 
leures garanties et nous obtient de meil- 
leurs résultats. 


BrrBosH 

ABTop onlchipaet Ha OOWIMPHOM MaTepHa- 
Ae, anlatusupyer CHMMTOMATOJOrHO, Auar- 
HO3, OCAOHKEUMA, IPOTHOS MU 1e4veHHe TyGep- 
Kyle3a clenoni KMIMNKH. 

3 mosoBune Cry4aeB Obl AerOuHbIit Ty- 
Gepkyze3 reMaMOreHHOrO WpoHcxoxeHuA. 
MaeoxonotoMea unorga Aaer yAayHEi pe- 
3VIbTAT ; TY4IMe pesyILTaTH WpHoOpetawr- 
ca pesekinei B ONOM MIM [BEX CTyMeHAX. 


A New Method for the Diagnosis of Venous Valvular 
Insufficiency of the Lower Extremities 
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oscillometer was constructed was 

the determination of systolic and 
diastolic pressure by a non-auscultatory 
method. 

In 1902 Erlanger constructed the first 
apparatus to measure the amplitude of 
the pulse in the peripheral arteries, and 
in 1909 Pachon invented the oscillome- 
ter, which, with some minor changes, is 
known today as the Boulite oscillometer ; 
Vaquez invented another apparatus 
more suitable for the study of the pe- 
ripheral pulse, the so-called ‘‘quimome- 
ter.’’ Helige Sammuels made a more 
perfect apparatus, which he called 
‘“nulsometer.’’* 

In 1912 Cawadias observed that the 
oscillometer was very useful in the 
study of the peripheral pulse in persons 
with certain arterial diseases. The differ- 


i original purpose for which the 


*The Hellings Samuels Pulsometer is made by 
Hellings, Inc., Long Island, New York. 


ent grades of obstruction were demon- 
strated by the proportional variations 
in the oscillation of the needle, and they 
could be measured with much precision. 

The object of this apparatus is to 
register the expansion and retraction of 
the peripheral arteries occurring during 
arterial diastole and systole; therefore, 
in addition to registering these vari- 
ations and showing the pathologic di- 
minution or abolition of the circulatory 
activity, it measures arterial elasticity. 
Its chief value is in measurement of the 
elasticity and registering the diminution 
of the arterial circulation when other 
methods of exploration are not capable 
of demonstrating it; and in cases of 
arterial obstruction it indicates approx- 
imately the place affected. 

By applying this method in the ex- 
ploration of the vascular condition of 
the lower extremities with evident cir- 
culatory deficiency in cases of clinically 
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demonstrated varicose veins, ulcers and 
other regional disturbances resulting 
from deficient circulation, I was able to 
observe a large oscillation, which gave 
erroneous indications in contradiction 
with clinical findings. 

The problem, therefore, is: How to 
explain the presence of a large oscil- 
lometric index when the blood supply is 
obviously in poor condition, knowing 
that oscillometry is a method that marks 
or indicates the difference between the 
enlargement and retraction of the ar- 
terial sphere, which is the equivalent of 
speaking of arterial elasticity? How is 
it that in cases of deficient arterial cir- 
culation and lack of elasticity, the needle 
of the oscillometer shows great oscilla- 
tion in some cases? To find the solution 
to this problem, we must look for another 
important factor apart from the arterial, 
and the thought arises that in the case 
of varicosities this venous territory can 
show abnormal oscillations. 

Owing to the presence of a valvular 
system in the femoral veins, that nor- 
mally serves the purpose of preventing 
the reflux of the venous blood, we might 
suppose that in cases of venous incom- 
petence, the refluent blood itself might 
produce the oscillometrie variations. 
This hypothesis was upheld by the fol- 
lowing facts: 

1. The oscillation is greater when the 
person is standing, less in the dorsal 
recumbent position with the correspond- 
ing extremity flexed at a right angle, the 
foot being in a vertical position. The 
force of gravity plays an important role 
in these cases, though cognizance of the 
functional conditions of the venous val- 
vular system must be taken. 

2. The oscillations decrease or disap- 
pear when a loose ligature is applied to 
the upper part of the lower limb, and 
they reappear and recover the initial 
amplitude on removal of the ligature. 

3. The oscillation is not synchronous 


with arterial diastole, but is somewhat 
retarded; we might say that it occurs 
during pre-systole or during arterial 
systole. 

These tests, which seem to us suffi- 
ciently conclusive to substantiate the 
hypothesis, have certain advantages or 
utility in their practical application, 
namely: (a) They offer a new method 
for exploration of the valvular suffici- 
ency or insufficiency of the femoral 
veins, which is superior to all other 
methods in current usage. (b) In many 
cases we use this oscillometrie explora- 
tion for arterial circulation. It has 
been erroneously believed that when the 
oscillometric index is in disagreement 
with the clinical data, insufficiency is in- 
dicated, or that a large oscillometric in- 
dex is a sign of efficient arterial circu- 
lation. 

Certain Mexican clinicians have made 
a priori the following objection: It is 
not possible for the oscillometer to reg- 
ister the insignificant variations of the 
peripheral venous pressure, and what is 
more, not even with manometers that in- 
troduce a needle into the vein can these 
oscillations be shown. In our opinion 
this objection is true from the physio- 
logic, but not the physiopathologic point 
of view. This may mean, physiopatho- 
logically speaking, that in normal 
people, owing to the enormous multipli- 
cation or enlargement of the venous sys- 
tem, the pressure of each vein is not 
registered on the manometer; on the 
other hand it registers on the oscil- 
lometer, because this instrument meas- 
ures the total of the combined venous 
pressures, which is logically affected in 
valvular insufficiency. 

In any event, the method should be 
finally evaluated by repeating the ex- 
periment in selective cases. 


CONCLUSIONS 


1. An efficient method is offered for 
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establishing the sufficiency or insuffi- 
ciency of the femoral venous valves by 
the oscillometric method. 

2. By resorting to this method, it is 
possible to diagnose the condition of the 
deep varicose veins, when there is valvu- 
lar insufficiency. 

3. A large oscillometric index is not 
always seen in the lower extremities in 
vases of satisfactory arterial elasticity. 
This is due to the oscillations of the veins 
and of the surrounding tissues by the 
returning blood column in cases of val- 
vular insufficiency. 
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SUMARIO 


Se presenta un método eficiente para 
determinar el estado funcional del sis- 
tema valvular femoral por el método 
oscilométrico. 

Por medio de este método es posible 
diagnosticar la condicién de las venas 
varicosas profundas con insuficiencia 
valvular. 


VENOUS VALVULAR INSUFFICIENCY 


Un indice oscilométrico grande no se 
presenta siempre en las extremidades 
inferiores en los casos que tienen una 
elasticidad arterial satisfactoria. Esto 
se debe a las oscilaciones de las venas y 
de los tejidos por la columna de sangre 
de retorno en casos de_ insuficiencia 
valvular. 


SOM MATRE 


L’auteur nous offre une méthode pour 
établir la suffisance ou l’insuffisance des 
valvules de la veine fémorale au moyen 
de la méthode oscillométrique. 

Cette méthode nous renseigne sur 
l’état des veines variqueuses profondes 
quand il y a une insuffisance valvulaire. 
Un haut index oscillométrique n’est pas 
toujours présent dans les extrémités 
inférieures dans les cas ou 1’élasticité 
artérielle est satisfaisante. Cela est di 
aux oscillations des veines et des tissus 
environnants, déterminées par la col- 
onne sanguine allant au coeur, dans les 
‘as d’insuffisance valvulaire. 


BrBosul 


ABrop OnuchiBaeT Me€TOX pacno3sHaBaHHA 
a€KBATHOCTH 3aCIOHOK (beMOparbHEIX BeH 
NOCpeACTBOM OCI\MAIOMeTpUH. Ota MeTOAAa 
elaeT BOSMOXHLIM KOHCTHTYPOBaTb rry6o- 
KHA BaPHKO3SHbIA BeHb B IpHCyTCTBHM 3a- 
CIOHKOBOM HeOcTaTOuHOCTH, 


Bosbmioh ocinasomMerpHyecknh mOKa3za- 
TeIb MOET OTCYCTBOBATh B CAy4aAx C yO- 
BACTBOPHTeCILBHOM apTepHanbuom s9acTH4- 
HOCTBW. OTO OO’ncHAeTCA TEM, ITO BO3Bpa- 
Wjaluuiica KpOBAHHHIM cro1O pH 3aCcIOH- 
KOBOM HeAOCTATOYUHOCTH MpOuU3BOAMT KOe- 
Oanune BeH UM OKPyxalwuulei TKaHH. 
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relatively rare, frequently over- 

looked, and are, either actually or 
potentially, highly malignant. Rubin’ 
stated that among 5600 cases treated 
in the Gynecological Service of Mount 
Sinai Hospital, New York, in a period of 
eight years, only four could be classified 
as retroperitoneal tumors. Hansmann 
and Budd? stated that from 1894 to 1931, 
instances of unattached retroperitoneal 
tumors reported in the literature, aver- 
aged less than one case per year. Mayo 
and Dixon,® in 1927, stated that about 
200 cases of retroperitoneal tumor had 
been reported. They said that von Wahl- 
endorf* reviewed 165 of these up to 1921 
and Lecéne® in 1919 reported 119. These 
reported cases no doubt overlap. Mayo 
and Dixon mentioned 16 additional cases 
recorded in 1921. Slagerman,® in a re- 
view of the literature, found a total of 
144 cases of retroperitoneal sarcoma re- 
viewed up to August, 1937, and Pember- 
ten and Whitlock’ of the Mayo Clinic 
reported (1934) that there have been 
about 200 cases of retroperitoneal lipoma 
in the literature. However, there are 
numerous other types of retroperitoneal 
tumors encountered, the more common 
being teratomas, lymphoid tumors of 
the Hodgkin type, and pseudomucinous 
and cyst adenomas. I feel justified in 
stating that well over 400 cases of retro- 
peritoneal tumor have been reported 
thus far. 


BL scinives. rere, tre tumors are 
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The first description of retroperi- 
toneal tumor, according to Pemberton 
and Whitlock,’ was given by Morgagni 
in 1761. Slagerman® stated that the term 
retroperitoneal tumor was first applied 
by Lobstein in 1829, but included tumors 
originating behind the peritoneum, for- 
eign to the retroperitoneal organs, and 
those metastasizing from other organs. 
Hansmann and Budd? stated that, until 
1880, these tumors were diagnosed as 
sarcomas or pancreatic cysts and dis- 
missed without further consideration or 
study. They stated further that How- 
ship* in 1871 observed a composite tumor 
possessing certain characteristics simi- 
lar to dermoid teratomas commonly 
found in the ovary. In 1889, Bassini?® 
described a cystic adenoma morphologic- 
ally resembling a pseudomucinous cys- 
tadenoma of the ovary, and Frank’® in 
1894 observed a similar tumor and at- 
tributed its histogenesis to an accessory 
ovary. Cohn" wrote that retroperitoneal 
tumors were discussed before the South- 
ern Surgical Association in 1897 by Dr. 
Richard Douglas, who called attention 
to the fact that in 1889 Rogowski had 
collected 20 cases of solid retroperi- 
toneal tumors, each of them a sarcon::. 
Van de Veer, in 1892, discussed the sub- 
ject of retroperitoneal tumors before the 
American Surgical Association. Since 
publication of the reports from these 
pioneers, a voluminous bibliography has 
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arisen dealing with retroperitoneal 
tumors. 

Slagerman,® in discussing the sarco- 
matous type, stated that the greatest 
number of cases occur in the fourth to 
the sixth decade, although cases have 
been reported between 1 and 78, and that 
the incidence is greater in males. Judd 
and Larson,'* in a study of 46 cases of 
retroperitoneal sarcoma, likewise found 
that the commonest age group is the 
fourth, fifth and sixth decade, and that 
males predominate over females in a 
ratio of two to one. On the other hand, 
Mayo and Dixon,’ in a study of retro- 
peritoneal lipoma, found the same age 
grouping, but females predominating 
over males in a ratio of 72 to 28, while 
Pemberton and Whitlock,’ including 
Mayo and Dixon’s figures with those of 
others, found that slightly more than 
half were females and that the common- 
est age was the fifth and sixth decade. 


EMBRYOLOGY 


Hansmann and Budd,’ after a study of 
seventeen unattached retroperitoneal 
tumors correlated with available infor- 
mation from the literature, concluded 
that these tumors arise from remnants 
of the embryonal urogenital apparatus 
and usually from the mesonephros. Kro- 
gius'* believed that retroperitoneal lipo- 
mas are mesenchymal in origin and con- 
tain varying amounts of connective 
tissue. 

Goebel,’® in 1901, concluded that his 
case of dermoid teratoma had its origin 
in a bigerminal inclusion. This interpre- 
tation has not been further clarified. 
Subsequent to Frank’s’® having noted 
the similarity between retroperitoneal 
cystadenoma and ecystadenoma of the 
ovary, glomeruli and renal tubules have 
at times been found in the walls of these 
cysts. 


Rubin’ stated that retroperitoneal 


tumors, especially of the solid variety, 
arise as a rule from one of three organs, 
the pancreas, kidneys or suprarenals. In 
the female pelvis such tumors may origi- 
nate from the Wolffian and Gartner’s 
ducts or from the components of the 
ovary. Hansmann and Budd mention 
that retroperitoneal tumors having the 
appearance of adenosarcoma of the en- 
dometrium or even similarity in struc- 
ture to a cervical carcinoma, probably 
originate from the Millerian apparatus. 
Pemberton and Whitlock’ found in a 
series of 30 cases of retroperitoneal 
lipoma, that one half of these tumors 
seemed to originate in the kidney or the 
perirenal tissues. 


PATHOLOGY 


The following types of retroperitoneal 
tumors are most commonly found: lipo- 
mas and mixed lipomas, fibromas and 
fibroids, sarcomas, lymphoid tumors, 
teratomas and teratoids, adenomas and 
cystadenomas, gangliomas and cordo- 
mas. 

Most of these tumors are either actu- 
ally or potentially malignant. Even a 
harmless lipoma, when in this location, 
may give rise to sarcomatous or myxo- 
matous degeneration with rapid malig- 
nancy. 

Pemberton and Whitlock described 30 
cases of lipoma which came to the Mayo 
Clinic. Six patients died; 6 had recur- 
rence and 3 others possible recurrence, 
giving a satisfactory result in but half of 
the series. Ten of the 30 patients had 
sarecomatous change in the original lipo- 
ma. In 3 of the 6 having recurrence, pure 
lipomas had been removed, whereas in 
the remaining 3, the tumors had shown 
sarcomatous change. Five operations 
were performed for recurrent growths, 
3 patients having been operated on 
first at the Clinic. The pathologic report 
stated that these 3 recurrent tumors 














LOUIS LAHN 463 


showed various types of myxomatous or 
sarcomatous changes. 

Mayo and Dixon* stated earlier that 
the ultimate prognosis of lipomas in this 
location is grave. In von Wahlendorf’s 
series, the operative mortality was 25 
per cent, and in Masson and Horgan’s?® 
series, 16 per cent. The latter stated: 
‘*Recurrence is not uncommon and often, 
with recurrence there is sarcomatous 
change . . . Retroperitoneal lipoma be- 
fore removal often grossly resembles 
sarcoma. A specimen should always be 


‘examined microscopically and if no ma- 


lignant change is found, the tumor is 
usually removed.’’ 

Miller’? stated that numerous reviews 
of retroperitoneal lipomas emphasize 
not only the tendency to sarcomatous de- 
generation, but also the greater danger 
of injury to the blood vessels and bowels 
due to the size of the tumors. Mechanical 
difficulties may be unsurmountable for 
the most skillful surgeon. He described 
a case with multiple lipomas weighing in 
all 11,800 Gm., 6000 Gm. of which were 
removed at operation. The patient devel- 
oped a fecal fistula and died. 

Deupert*® described a huge lipoma 
with sarcomatous degeneration emerg- 
ing through the obturator foramen with- 
in the pelvis. He removed the intrapelvic 
portion by morcellation through the ob- 
turator foramen under guidance of la- 
parotomy. The patient survived the im- 
mediate operation but in a short time 
developed a recurrence. 

Brady’® described a fibromyoma of 
the urachus and Lindeman,?® a 49- 
pound retroperitoneal cystic fibroid. 
Miller’* reported a retroperitoneal fibro- 
myoma which required four operations 
for recurring retroperitoneal fibromy- 
omas following an original hysterectomy 
for fibroid. Hansmann and Budd? stated: 
‘‘Leiomyomas occur retroperitoneally 
unattached, as well as within the kidney. 
They are somewhat more malignant than 


leiomyomas of the adult uterus, but are 
otherwise similar’’. 

Judd and Larson’” stated that retro- 
peritoneal tumors may be benign or ma- 
lignant and in the latter, lymphosar- 
comas and fibrosarcomas predominate. 
However, other types are encountered 
such as spindle-cell sarcoma, mixed cell 
sarcoma or fibromyxosarecoma, small, or 
medium and giant-cell sarcoma. Flash- 
man and Leopold *! described a case they 
regarded as intermediate between lym- 
phosarcoma and the fatal lymphatic 
leukemia, that developed in spite of ir- 
‘adiation. Leichner?* described a case of 
retroperitoneal fibromyxosarcoma with 
an eosinophilia of 10 per cent. Kilbane 
and Lester? reported a Wilm’s (renal) 
retroperitoneal tumor in an adult. They 
agreed with Fraser that in the early 
stages this tumor is really a carcinoma, 
and with age metaplasia takes place, giv- 
ing rise to sarcomatous characteristics. 

Judd and Larson’? presented two 
eases of retroperitoneal fibrosarcoma 
and reviewed 46 cases of retroperitoneal 
sarcoma in which the diagnosis was 
proved by exploratory operation and 
biopsy followed by microscopic study. 
As complete removal as possible was 
accomplished in 15 cases. Six of the 
46 cases showed demonstrable me- 
tastases. Pathologic examination showed 
an ordinary sarcoma in 20 cases and 
various mixed types in 15. The growths 
have a strong tendency to recur locally 
in spite of wide excision and complete re- 
moval. As a rule, metastasis is late. 

Cohn'! described a_ retroperitoneal 
sarcoma secondary to a sarcoma of the 
thigh, as well as a case of primary retro- 
peritoneal sarcoma without metastases. 
Pow”! quoted a case of retroperitoneal 
sarcoma with lung metastases resulting 
in death. Newton” described a case of 
retroperitoneal sarcoma in a girl of 17, 
that apparently disappeared after deep 
x-ray therapy. 
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Walters, Levine, Myers and Knott?® 
reported a patient with two round-cell 
sarcomas with local transitions to the 
mixed-cell type, located in the abdominal 
aortal region, extensive in all directions, 
but most strikingly along the line of the 
renal vessels. The patient died before 
operation could be performed and the 
findings were made at autopsy. Slager- 
man® described a cystic, hemorrhagic 
spindle-cell sarcoma removed at opera- 
tion. He stated that metastases occur in 
33 per cent of such cases, most fre- 
quently to the liver and lungs. 

Miller’® described a case of retroperi- 
toneal sarcoma of mesoblastic origin 
projecting into the right pelvis as high 
as the right iliac fossa and displacing the 
uterus. It was considered inoperable and 
the patient died. He also describes an- 
other patient who previously had a pan- 
hysterectomy for adenocarcinoma of the 
uterus and later developed a soft retro- 
peritoneal mass behind and to the left 
of the sigmoid and rectum. This proved 
to be a spindle-celled sarcoma of meso- 
blastic origin. The patient died. 

Lymphoid tumors consist mainly of 
lymphoblastoma (Hodgkin’s type) and 
lymphosarcoma, apparently originating 
in the retroperitoneal glands. Cohn™ 
described a case not correctly diagnosed 
at laparotomy but found at autopsy to 
be retroperitoneal lymphoblastoma of 
the Hodgkin type. Burman stated in 
1928 that while it is true that lympho- 
sarcoma is a neoplastic disease, Hodg- 
kin’s disease is probably an infection. 

Teratomas and teratoids are highly 
malignant embryonal tumors. Mecray 
and Frazier’® stated that the literature 
is most unsatisfactory and that recently 
three pathologists were questioned as to 
the elements necessarily present in a 
tumor to be classified as a teratoma. 
Each presented different criteria. Me- 
cray and Frazier gave a tabulation of the 
35 cases of teratoma and teratoid re- 


ported up to 1936, with fourteen deaths, 
and described their own case which con- 
tains elements representative of all the 
primary embryonal layers, but since it 
contains no formed organs, it was classi- 
fied as a teratoid. Their patient recov- 
ered. 

Cohn" described a case of teratoma of 
the testicle with retroperitoneal metas- 
tases. The patient was found to be alive 
and well five years later, although Tan- 
ner is cited as having stated that 80 per 
cent of patients with teratoma of the 
testicle die within four years. 

Dermoid cysts are closely related to 
teratomas. Hansmann and Budd? stated 
that the thickness of the wall of these 
cysts, coupled with large amounts of 
brownish grumous content, viewed at the 
time of operation should lead one to 
suspect a preformed cyst in contradis- 
tinction to a chronic abscess. Hair in the 
cyst proves the diagnosis. 

The same authors further stated that 
dermoid teratomas are similar except 
that they contain multiple evsts with 
many well-defined hair follicles. The con- 
tents of the evsts, in addition to being 
grumose, are greasy. Hair is usually 
abundant and coarse. Bone in the tumor, 
as shown in the x-ray, is very significant. 
When these teratomas become infected, 
granulation tissue covers the walls of the 
various cysts, and the cavities are filled 
with hair and puriform material. These 
writers claim that the natural history is 
similar to that of dermoid eyst of the 
ovary, and described one of their cases 
of 36 years’ duration. 

Brady? reported a case of benign 
urachal fibroid cyst, and stated that up 
to 1927 when he operated on his case, 
only 20 such cases had been reported, 
of which 18 were malignant. He also 
reported a case of retroperitoneal cyst 
in. a girl of 4. Other adenomatous 
growths sometimes encountered retro- 
peritoneally are the so-called psam- 
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monas of the ovary and the so-called 
serous and pseudomucinous cystadeno- 
mas of the ovary. (Hansmann and 
Budd’). 

Judd and Larson’* believed para- 
ganglioneuroma is an infrequent tumor, 
classifying it as a sarcoma. Other writers 
consider it a distinct tumor. McFarland”® 
reported a case of retroperitoneal gang- 
lioneuroma in addition to a long list of 
similar cases described in the literature. 
Miller’? described a case of retroperi- 
tonea] neurolipoma and two other cases 
of nerve tumors in this site, one a neuro- 
fibroma and one a schwannoma. Frank?* 
reported a retroperitoneal cystic schwan- 
noma in a patient with von Reckling- 
hausen’s disease. 


SYMPTOMS 


The symptoms of retroperitoneal tu- 
mor, when symptoms exist, are those of 
pressure. If the tumor is confined to one 
side, there may be marked pressure 
symptoms in either the colon, the kid- 
neys and ureters or both. Small tumors 
are frequently not suspected until ex- 
ploration. Many retroperitoneal tumors 
attain the size of a full-term pregnancy. 

Slagerman® stated that the symptoms 
of retroperitoneal sarcomas are indefi- 
nite because of their slow growth and 
may be unnoticed until they produce 
pressure symptoms or involve vital or- 
gans. Interference with bladder function 
and pressure on nerves and blood-ves- 
sels, causing pain and edema in the legs 
are important symptoms. He said, fur- 
ther, that constant signs of retroperi- 
toneal sarcomata include low grade 
fever, loss of weight, secondary anemia 
and the presence of the colon in a groove 
on the anterior surface of the tumor. Be- 
cause of difficulty in differentiating ab- 
dominal tumors on examination, retro- 
peritoneal sarcomas may remain undiag- 
nosed until surgical intervention. The 
course of the disease depends upon the 


tumor’s location and its rate of growth, 
lasting from one month to years. These 
symptoms with the exception of fever 
and anemia are applicable to practically 
all types of retroperitoneal tumors. 


DIAGNOSIS 


Unless metastases have taken place, 
there is only an abdominal tumor with 
associated discomfort. These tumors 
may become massive. Cystoscopy with 
pyeolograms followed by stereoscopic 
plates have been found to be of value in 
those cases where the tumors are located 
near the kidneys or ureters. A normal 
pelvis and a normal kidney contour 
with a massive retroperitoneal tumor, 
makes the diagnosis of a urogenital tu- 
mor likely. A stereoscopic study indi- 
cates the relative positions of the kidney 
and the mass. If the tumor is movable, 
the question of whether it moves inde- 
pendently of the kidney may be of value. 
The injected kidney pelvis may be con- 
sidered a fixed point and the tumor may 
be moved by palpation. X-ray studies of 
the gastro-intestinal tract will frequently 
show distortion from the expansive 
growth of the tumor. 


TREATMENT 


In early operable cases without meta- 
stases the tumor should be removed, 
submitted to a pathologist and followed 
by x-ray treatments, if indicated. In- 
operable cases should be treated by 
x-ray or radium if malignant or potenti- 
ally malignant. Benign operable cases, 
like the one which I shall describe, had 
formerly no recognized method of treat- 
ment. I suggest the Elliott treatment for 
such cases. 

My case does not fall into any of the 
usual categories, but seems atypical. It 
was undoubtedly benign, probably in- 
flammatory in nature, inoperable because 
of its location, yet disappeared com- 
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pletely under a course of Elliott treat- 
ments. A larger series of cases would be 
necessary before advocating this method 
as a standard procedure. However, it is 
certainly worthy of a trial in cases 
similar to mine. 


REPORT OF A CASE 


A 30-year old white woman, married and 
childless, was admitted in September, 1936, 
with a history of amenorrhea in June and 
July of that year, low abdominal pains and 
vaginal bleeding on August 15, 1936, fol- 
lowed by cessation of bleeding but continua- 
tion of pain. Laparotomy was performed in 
London on August 21, 1936, and a mass found 
in the right adnexal region, adherent to the 
lateral pelvic wall. There was no recurrence 
of bleeding. 

She returned to New York City on Septem- 
ber 14 and four days later intermittent pains 
in the right lower quadrant returned, radi- 
ating to the flank. She was treated for one 
week in a private hospital, with douches and 
rest, with no notable changes observed. Fol- 
lowing discharge from the hospital, the 
patient had a normal period lasting five days. 
Five days later the lower abdominal pains 
returned and she was admitted to the hos- 
pital for joint disease. There was no fever, 
chills nor vomiting. No previous menstrual 
abnormalities were reported except slight 
vaginal discharge since June, 1936. A tenta- 
tive diagnosis of trichomonas vaginalis was 
not confirmed by laboratory tests. 

Physical examination showed a well-devel- 
oped, well-nourished woman who appeared 
neither acutely nor chronically ill. A right 
paramedian well-healed scar was seen and 
slight tenderness and voluntary spasm over 
the lower quadrant. The physical examination 
was otherwise negative except slightly en- 
larged and congested tonsils, congested 
pharynx and low blood-pressure (88-60). 
There was no abdominal rigidity ; liver, spleen 
and kidneys were not palpable. There were no 
masses palpable abdominally. 


Bimanual examination under general 
anesthesia, October 12, revealed a nor- 
mal introitus, and a normal cervix lying 
in an axis horizontal to the axis of the 


vagina. The uterus was firm, moder- 
ately enlarged, immovable,—this immo- 
bility probably being due to adhesions 
between the uterus and the parietal 
peritoneum of the anterior abdominal 
wall. The left tube and ovary were felt to 
be normal in size and consistency. In the 
right adnexal area, a mass the size of a 
large orange was felt in close approxima- 
tion to the lateral wall of the fundus. At 
no point was there a sharp line of de- 
mareation between the wall of the uterus 
and this mass, except at the lower pole 
and alongside the cervix. This mass was 
soft in consistency, spherical in shape 
and fairly movable with some fluctuation 
present. Rectal and vaginal examination 
revealed no mass in the cul-de-sac or 
within the reetum itself. In view of the 
complicating factors of this case, a defi- 
nite and positive diagnosis was difficult 
to make, but the following provisional 
diagnoses were made: (1) right tubo- 
ovarian disease; (2) intraligamentous 
cyst; (8) possible benign neoplasm of 
undetermined origin. 

Treatment suggested.—In view of the 
fact that this patient was operated on 
two months earlier for the same com- 
plaint, without appreciable benefit, 
Elliott treatments were administered 
twice daily. 

Tn consultation, October 15, Dr. Rongy 
found an irregular mass in the right eul- 
de-sae, closely adherent to the uterus, 
about the size of a small orange. It was 
apparently situated extraperitoneally 
and most likely was the result of para- 
metrial infection, which the patient suf- 
fered in June. The uterus was somewhat 
fixed on the right side, although on the 
whole it was fairly movable. The nature 
and location of the mass such that 
surgical intervention would be highly in- 
advisable. 

Dr. Rongy advised a continuation of 
the Elliott treatment and not surgical 
intervention, because he believed that 
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the mass was extraperitoneal and due to 
parametritis. 

From October 14 to 22, Elliott treat- 
ment was given, usually two hourly 
treatments being administered daily. 
The pain gradually subsided and the 
mass diminished in size. The patient was 
discharged from the hospital on October 
22 with a diagnosis of (1) extraperito- 
neal tumor and parametrial infection; 
(2) possible intraligamentous cyst. (The 
second was later found not to be pres- 
ent). 

Laboratory reports: (October 12, 
1936) Urine: Sp.Gr. 1,026; acid, albumin, 
faint trace ; sugar negative. Few W.B.C.; 
cervical smear no gonococei or trichomo- 
nads; Wassermann, Kahn and G. C., fixa- 
tion, negative. 

On October 13, 1936, x-ray examina- 
tion of the lumbar region and pelvis 
revealed no evidence of osseous or joint 
pathology and no evidence of any ab- 
normal masses or calcifications. Blood 
count: R.B.C., 4,480,000; Hb. 75 per cent ; 
W.B.C., 8000 with 45 segmented and 2 
non-segmented neutrophiles, 1 eosino- 
phile, 49 lymphocytes and 3 monocytes. 
Sedimentation rate, 36 mm. Blood chem- 
istry: urea N.132; creatinine 1.0; sugar 
95; uric acid, 4.0. 

October 14, 1936, Friedman test nega- 
tive. 

After discharge from the hospital, the 
patient reported to my office three times 
weekly for Elliott treatments. After 
three months, the mass had entirely dis- 
appeared and the patient was dis- 
charged. 

On March 17, 1938, the patient was de- 
livered of a normal, living child at the 
Polyclinic Hospital. Position, R.O.P. 
The delivery was normal with un- 
eventful recovery. No evidence of 
tumor was felt at the time of delivery 
or on the day of discharge from the 
hospital. 


SUMMARY 


1. A case of inoperable retroperitoneal 
tumor probably inflammatory in nature, 
has been described. Treatment for three 
months after discharge from the hospital 
was followed by disappearance of the 
tumor. 

2. Disappearance of such a tumor un- 
der a course of Elliott treatment is the 
first described in the literature. 

3. A general description of various 
types of retroperitoneal tumors with a 
review of the literature is given. 

4. While it is advised that operable 
retroperitoneal tumors be removed, fol- 
lowed by irradiation if indicated and 
inoperable malignant retroperitoneal tu- 
mors be treated by irradiation, a new 
method of treatment for benign retro- 
peritoneal tumors, inoperable on account 
of their location, is suggested. For a 
tumor of this type, a course of Elliott 
treatments appears logical and certainly 
deserves a trial. In my case, it effected 
an apparent cure, but a series of cases 
would be indicated before making this a 
standard procedure. 


RESUME 


Un cas de tumeur rétro-péritonéale 
benigne inopérable est décrit par l’au- 
teur. Le malade fut traité dans différents 
hopitaux et a domicile. Les traitements 
auxquels il fut soumis sont décrits. Le 
traitement Elliott obtint dans ce cas la 
disparition complete de la tumeur. 
L’auteur décrit les différents types de 
tumeurs rétropéritonéales et nous donne 
une revue de la littérature du sujet. 
Quoiqu’il soit indiqué de faire l’ablation 
des tumeurs rétropéritonéales opérables 
et de traiter les tumeurs inopérables par 
Virradiation, une nouvelle méthode est 
recommandée pour le traitement des 
tumeurs benignes qui sont inopérables, 
vu leurs sites. Le traitement Elliott nous 
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parait logique et certainement mérite 

d’étre employé. Avant de nous pro- 

noneer definitivement sur la valeur ab- 

solue de cette méthode, il faudra un rap- 

port sur un grand nombre de cas dans 

lesquels la méthode aura été employé. 
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SUMARIO 

Se ha descrito uno tumor inoperable 
benigno retroperitoneal, probablemente 
de origen inflamatorio. Se ha detallado 
el tratamiento que el paciente recibid. 
La desaparicién completa de dicho tumor 
con el tratamiento de Elliott es descrito 
por la primera vez. 

Se ha hecho una descripcién general 
de los varios tipos de tumores retro- 
peritoneales con revista de la literatura. 

Se aconseja la cirugia en todo. tumor 
retroperitoneal que es operable com- 
binada con la radioterapia post-opera- 
toria cuando esta indicada. También se 
aconseja la radioterapia exclusivamente 
en todo tumor maligno retroperitoneal 
que es inoperable. Se recomienda el 
nuevo método de tratamiento, que se ha 
descrito en detalle, para todos los casos 
de tumores benignos retroperitoneales 
que son inoperables por raz6n de su 
localizacién. Se sugiere que este nuevo 
método se practique en un ntimero de 
casos para determinar su verdadero 
terapéutico. 

BuBosH 

Astop onuchiBaer cayyai neya1MMoii 
peTprneputToHea IbHOU ory XOJIM Boctiasu- 
TeIbHOrF XapaktTepa. Onyxo1, conepmienno 
ncyve3ja HocIe TeYeHHA MeTOAOM E.aanora. 
Astop OMUCHBaeT BCEBOSMOXHBE TUNE 
peHTponmepHtToHeatbHEX Olyxoreh C po3- 
OopoM AUTepaty pHbIX J aHHEIX, YaanuMisa 
OnyxoOIH HyXHO noABpepraTth onepanun MH 
HU3IeTeHUDW. 320KavecTBeHHEA onyxo1n, 
KOTOPhIX HeIb3A YAatIiTb, HYKHO JCYHTb 
u3nyyennem. HeyyjanuMiia HO JOOpoKa- 
YaCTBCHHbIA OMYXOIH MOKHO JCYHTh HOBOH 
MeTofoi, a uMeHHO Ernnora. 
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SUMMARY 


(1) The cranial cerebral trauma- 
tism of the frontal region may bring 
distant psychic alterations; (2) the 
pre-morbid condition should be 
studied previous to the accident; 
and (3) the psychic changes, the 
presence of pre-morbid manifesta- 
tions, added to the dysrhythmic 
cortical condition, alter and modify 
the personality, explaining the 
moral conduct and social behavior 
of these individuals. 











N LAS investigaciones psicobio- 
3 légico-sociales que he tenido opor- 
~ tunidad de practicar como Jefe 
del Laboratorio Cientifico de Investiga- 
ciones, dependiente de la Procuraduria 
General de Justicia Militar de México, he 
encontrado alrededor de unos diez casos, 
aunque posiblemente mas, y ain también 
mas adelante tenga oportunidad de ob- 
servar nuevos casos referentes a la de- 
formacion de la conducta social y militar 
de nuestros soldados. Aparentamente al 
tratar de la conducta moral del individuo 
en este lugar aparenta falta de relacién 
y coordinacion para con las labores neta- 
mente quirirgicas de estas jornadas in- 
telectuales. En realidad si tiene que ver 
pues el hecho primordial es que sufrie- 
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ron estos individuos traumatismos en su 
craneo de mayor o menor intensidad y al 
parecer la region frontal fué la mas dura- 
mente castigada. 

Esta observacion de orden etiol6gico 
la he hecho a posteriori y después de 4, 
6 y 10 afios de haber acaecido estos trau- 
matismos. En tres, el traumatismo fué 
ocasionado por bala y en el resto por 
golpes o caidas del caballo. 

Es bien sabido que hay dos clases de 
sintomas en los traumatismos del craneo. 
Aquellos de orden neurolégico y aquellos 
de orden psicolégico. Para el suscrito son 
mil veces mas atrayentes estos tltimos 
sintomas ya que en ellos viene inbibito el 
deseo de conocer los mecanismos cere- 
brales que nos dan idea, aunque con 
cierta relatividad, de las condiciones de 
conciencia en que han quedado estos in- 
dividuos. 

Los individuos en investigacién han 
sido procesados la mayor parte, por in- 
subordinacién. Antes del traumatismo 
hemos investigado que habian sido suje- 
tos con automatismos militares bién en- 
cajados, con percepciones que las cap- 
taban normalmente y quizi hasta con 
cierta velocidad; las impresiones eran 
captadas normalmente y en la actualidad 
estos sujetos han transformado por com- 
pleto su personalidad psiquica. 

Sus automatismos militares no son tan 
bién encajados como anteriormente, hay 
cierta falta de atencién, hay alguno de 
ellos cuyas percepciones auditivas las 
capta rapidamente, lo que hace que se 
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enrede en una conversacion locuaz e in- 
terminable. El humor de una buena 
parte de estos individuos se ha hecho 
jovial y salta a la vista que aunque, de- 
tenidos por los automatismos militares 
de cuando en vez, olvidindose de su je- 
rarquia inferior, especialmente me re- 
fiero a la ealse de tropa, entran en una 
conversacion con el investigador que casi 
se antoja familiar. 

Vuelven, nuevamente, a recordar su 
situacién militar, piden una disculpa y 
readquiren su actitud militar; algunos 
se han vuelto olvidadizos y otros han 
hecho que su instinto de lucha y agresi- 
vidad se haya modificado, unos se han 
vuelto notoriamente agresivos y a otros 
mas les ha pasado lo contrario en la es- 
fera de su instinto. No son cobardes tam- 
poco, pero podriamos decir, tienen cierto 
tolerancia. 

Individuos que habian dejado de ha- 
blar durante algunos dias han readquiri- 
do el uso de la palabra. Son individuos 
que gustan de estar aislados, no simpati- 
zan con el pragmatismo. Su juicio es 
notoriamente reducido. Su autocritica 
igualmente y desde luego se deduce que la 
capacidad de sintesis es muy precaria. 

FE] mecanismo psicologico de la pro- 
duecién del fendmeno de la insubordina- 
cién se debe a la disminucioén de la capa- 
cidad de sintesis y a que los automatis- 
mos militares no estan ya bién encajados, 
o sea que los reflejos condicionados mili- 
tares, han sufrido cierta desorientaci6n 
y por final a que el instinto de lucha y 
agresividad ha sufrido también modifi- 
caciones importantes. 

Vamos a pasar por alto el hecho in- 
trinseco que corresponde al traumatismo, 
cualquiera que sea su tipo, pués indu- 
dablemente que al final de cuentas todos 
traen aparejadas ciertas modificaciones 
en el psiquismo del individuo. Que son 
las que para el suscrito son interesantes. 

Casi en la mayor parte de estos sujetos 
ha habido también dos fenédmenos que 


paso a relatar y que son: las perturba- 
ciones 0 modificaciones del sueno y la 
produccién de alucinosis en algunos. 

Antes de pasar adelante he deseado 
trasladar a este estudio algunas obser- 
vaciones de orden psicofisiolégico en 
operados de craneo y especialmente en 
el l6bulo frontal, aunque con anticipa- 
cidn quiza relativa pedi informes a 
Médicos mexicanos sobre las alteraciones 
de orden psicol6gico que hubieran ob- 
servado personalmente en sus operados 
de craneo. 

Hasta la fecha no he recibido ningin 
reporte, y solamente trasladaré aqui los 
casos de literatura extranjera. Esto 
como un apoyo mas al conocimiento de 
la deformacion psiquica que sufren o que 
pueden sufrir los individuos lesionados 
o modificados en los lébulos frontales. 

Insistamos: nuestros pacientes que en 
numero de diez han sido objeto de nues- 
tra investigacién de orden psicolégico, 
advertimos que en los diez, el fendmeno 
del suefio se encontraba completamente 
modificado o deformado, ésto es, el 
sueho no se verificaba sino en forma 
fraccionada, lo que quiere decir que des- 
piertan con frecuencia durante la noche, 
y en algunos, posiblemente tres, la pre- 
sencia de alucinosis también se verifi- 
caba durante estos momentos. 

Otro sintoma que nos llamé la atencién 
fué las alucinaciones criticadas a sea la 
alucinacién que percibe el individuo por 
intermedio del 6rgano de la vista y asi 
vé como aparecen caras desconocidas 
generalmente de animales, puntos, bri- 
llantes, pero lo que llama la atencién es 
el conjunto, algunos me dicen: es un 
monton de gente, otros: haga usted de 
cuenta que estoy en una feria. Lo inte- 
resante en esta alucinaci6n es que se pre- 
senta con mucha frecuencia a la caida de 
la tarde, y durante las horas que siguen. 

Lo interesante también es que la 
aparicién de estas alucinaciones no in- 
timidan al individuo sino que con toda 
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serenidad y tranquilidad ven pasar ese 
conjunto de caras y de arabescos sin que 
signifiquen para ellos ni una molestia, 
ni entra tampoco a functionar el juicio 
que indudablemente esta mas bajo que el 
normal, dado que durante la critica que 
se hace de esta alucinaciones no son capa- 
ces por medio de su autocritica, a poner 
en claro el porqué de aquellos fenémenos 
y si tienen trascendencia para su vida 
mental; asisten con indiferencia a la per- 
cepcion de aquellas. 

“n un Capitan con traumatismo in- 
tenso que sufrié en su craneo hace varios 
anos y que esta incluido en estos diez in- 
dividuos tiene el siguiente sintoma: 
hambre exagerada de tal manera que 
cuando a algtin companero le llevaban 
su alimento y esta Capitan se daba 
cuenta, tomaba con fruicién aquellos ali- 
mentos que como ya dijimos no pertene- 
cian a él y se los terminaba. De tal ma- 
nera que, siempre que estaba el Capitan 
y llevaban alimentos para algunos otros 
companeros, era menester esconderlos 
porque este paciente verdaderamente los 
devoraba. 

Kn resumen en este caso encontramos 
el fendmeno del deseo de comer exage- 
rado. En los diez pacientes también ad- 
vertimos confusiones mentales que de 
cuando en vez aparecian, esas confusio- 
nes mentales hicieron que se les casti- 
gara por desobediencia a determinados 
mandatos, en realidad desobedecieron 
por el fendmeno ya dicho. 

A un Teniente se le fué a encontrar 
por uno de nuestros rumbos de los bajo 
fondos sociales, sentado e indiferente. 


Kra presa también de una cierta con- 


fusion mental. 

Hemos procurado seleccionar estos 
pacientes que sufrieron traumatismos 
intensos hace ajios probablemente en la 
regién frontal porque necesitamos arti- 
ficializar por decirlo asi nuestro estudio, 
pero ésto mas bién en funciones didacti- 
cas para poder tener un punto de par- 


tida y de conocer lo mas que sea posible 
la sintomatologia de estos individuos, 
bajo el punto de vista psicolégico. 

Otro de nuestros investigados acusdé 
una fuerte verborrea, una locuacidad 
muy exagerada, de tal manera que que- 
damos impresionados por este mecanis- 
mo cerebral que lo desarrolldé, con tanta 
velocidad y con largo tiempo que su 
conversacién, con muy frecuentes in- 
coordinaciones, duré alrededor de una 
hora. La locuacidad se caracterizaba 
porque usaba de un lenguaje hasta cierto 
punto*burlén para el suscrito, que era el 
investigador. Se olvidaba de que era yo 
su superior jerarquico. Haciendo esfuer- 
zos, lo que significaba que fallaba su 
memoria de fijacién y tal vez de evoea- 
cidn, se acordé que era su superior, me 
pedia una excusa por el tono en que se 
habia expresado y seguia conversando y 
conversando de multitud de temas; es 
decir, este tipo se caracterizaba por su 
locuacidad y por el tono de burla en que 
lo hizo. 

Debemos advertir que a veces era 
sumamente festivo, exteriorizaba un 
aire de superioridad de su yo psiquico, 
que no era otra cosa segtin Adler que un 
complejo de inferioridad. 

En resumen, en este caso advertimos 
falta de atencién, locuacidad, tono fes- 
tivo y burl6n, complejo de inferioridad, 
falta de memoria para unos hechos; ex- 
ageraciOn de imaginacion. 

Otros casos se caracterizaron psiqui- 
camente, porque la tendencia de la per- 
sonalidad, o la dominante de la adverti- 
mos que habia una reversibilidad de la 
persona; en efecto algunos companeros 
del paciente, me manifestaron que su 
compaifiero, de algiin tiempo a la fecha, 
era otro; que ya no era el mismo me 
decian, no obstante que en la investiga- 
cién psiquica este paciente pensaba, dis- 
eurria, pero no criticaba. Su juicio era 
inferior al normal. La memoria defija- 
cién y de evocacién en determinados 
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hechos probablemente era standard; su 
imaginacién disminuida, los automatis- 
mos militares adquiridos en el momento 
de la investigacién los encontramos muy 
mal enecajados. 

Debemos advertir que en los diez pa- 
cientes, los automatismos militares se 
encontraban mal encajados, es decir se 
habia deformado la personalidad militar 
de estos individuos, no habia en ellos ese 
distingo tan particular de los individuos 
que tienen automatismos militares bién 
encajados y normales, y que les dan un 
aspecto tan particular como es la detitud 
erecta del cuerpo, la voz de comando bién 
timbrada, precisa, la mirada penetrante 
y el aspecto de su cara debido a las con- 
tracciones 0 movimientos de los misculos 
del rostro, el aspecto de cierta agresivi- 
dad de determinada autoridad jeri 
quica, el paso enérgico y los movimientos 
de sus miembros superiores denotan 
también precisién, se bosqueja automa- 
tismo y energia. 

Muy por el contrario nuestros pa- 
cientes tenian en su rostro cierta sereni- 
dad, cierto aspecto a veces de fatiga, de 
humillacién, que para ser precisos, de- 
bemos de manifestar que como son in- 
dividuos internados en la prisién, son 
sujetos que han roto la disciplina mili- 
tar, estos sujetos de investigacién y 
todos aquellos que estan internados, son 
poseedores de complejos de inferioridad, 
algunos de ellos gustan de encerrarse en 
sus celdas y de no participar en la vida 
social raquitica en el interior de la 
prision. 

Estos sujetos han indudablemente roto 
las tendencias instintivas, de cierto prag- 
matismo y por eso se les ve solos, ca- 
llados. 

En cuatro individuos  encontramos 
fendmenos de cierta superioridad de su 
yo y con un sentimiento de intimidacién 
muy exagerado. Cobardia probablemente 
no. Se trataba de individuos con cierto 
prestigio militar, aguerridos en nuestras 


luchas intestinas, fueron digémoslo asi 
todo unos hombres. Pero en la actualidad 
deformaron su personalidad. Parandi- 
cos? Tal vez. 

Repitiendo, volvemos a manifestar que 
en los individuos traumatizados del 
craneo hay dos 6rdenes de sintomas: las 
escencialmente neurol6gicas y que com- 
prenden segtiin Lhermitte las modifica- 
ciones del comportamiento motor, del 
equilibrio y de la mimica facial; pero a 
pesar de que no nos vamos a detener en 
ellas si vamos a manifestar que los au- 
tores que se dedican a estas investiga- 
ciones, estan de acuerdo en que necesitan 
todavia mejores revisiones, ésto quiere 
decir que no se ha llegado todavia al 
desideratum. Y los sintomas eminente- 
mente de orden psiquico que son para 
nosotros como imaén, nos atraen, nos 
detienen y nos hacen pensar en la pro- 
fundidad de los mecanismos psicofisioldé- 
gicos. 

También aventuramos que en nuestros 
pacientes aunque el traumatismo fué 
llevado en la regién frontal es evidente 
que traspasé los limites de esa region 
artificialmente didactica. Y ahora entra- 
mos a interpretar los anteriores sin- 
tomas que aquejan a nuestros pacientes 
traumatiza dos del craneo. 

Bajo el punto de vista psicolégico, 
admitamos sin conceder, que el trauma- 
tismo se verificé exclusivamente en la 
region frontal hace algunos ajios. El 
paciente se conmocioné y con determi- 
nados cuidados llegé a adquirir el estado 
normal clinico probablemente, no el 
psiquico. 

Sabemos también de antemano que la 
region frontal, es decir la de los l6bulos 
frontales es una zona de intelectualiza- 
cidn quiza artificial, es un lugar en donde 
radican los mecanismos psiquicos de 
cierto linaje aristocratico. 

En el mono la extirpacién de los dos 
lébulos frontales segtin Bianchi determi- 
na un conjunto de trastornos en las per- 
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cepciones de los simbolos en la memoria; 
en la iniciativa, en la emotividad, dis- 
minuyen los sentimientos afectivos y 
sociales. En el animal las perturbaciones 
de la conducta son de dificil apreciacién. 

No asi, en el hombre, las operaciones 
quirirgicas llevadas al nivel de los lébu- 
los frontales, operaciones redactadas 
por Brickner de Nueva York nos ilustran 
sobre el anterior punto. Vgr. un indivi- 
duo con un tumor que comprimiera los 
lébulos frontales fué operado por Walter 
Dandy, Cirujano de John Hopkins Hos- 
pital de Baltimore. Después de la opera- 
cidn hubo esta sorpresa, de que la per- 
sonalidad de aquél operado no sufrid 
grandes transformaciones, pués sus pa- 
rientes y amigos reconocieron los mis- 
mos rasgos de su antigua dominante 
personalidad. En cambio relata Brick- 
ner que llam6 la atencién la relajacién 
de la voluntad, el descencadenamiento 
facil de las emociones, de los instintos. 
Una exageracién del yo psiquico que 
como ya lo vimos en nuestra personal 
investigacién, no es otra cosa que la 
exteriorizaciOn del complejo de inferio- 
ridad de Adler. Que al operado le era 
imposible sintetizar pensamientos y sin- 
tomas. Habia falta de atencién y memo- 
ria, fallaba en lo que se referia a evoca- 
cin; también ya vimos estos sintomas 
en nuestros propios investigados. 

Todas las desobediencias que hemos 
visto, en nuestros pacientes, no son sino 
floracién de alteraciones psiquicas que 
en el paciente se despiertan uno y otro 
sintoma porque no puede detenerse ni 
puede hacer la sintesis de lo que esta 
pasando, por eso unos tienen falta de 


atencién, otros fallan en su memoria,. 


ete. Lo principal es que su juicio esta 
mas bajo del normal y por tanto la sinte- 
sis no puede ser hecha. Por eso no se 
dan cuenta ellos de su situacién, mds 
adelante vamos a encontrar algiin caso 
que no es de nuestra propia cosecha, en 
sue la enferma ya operada, al pregun- 


tarle cOmo esta de su parte mental, 
contesta sin evasivas: cada vez que me 
animo a hacer una cosa, no hago mas 
que estupideces. 

En efecto para aquellos que pretende- 
mos manejar asuntos de orden psiquico 
no obstante que vemos que los individuos 
traumatizados piensan més 0 menos, 
imaginan mas 0 menos, atienden mas o 
menos, todos ellos tienen aunque fun- 
cione su psiquismo, més 0 menos normal- 
mente, ese aroma, permitasenos la ex- 
presién, ese inconfundible perfume de 
la dominante de la personalidad, en esos 
momentos de cierta estupidez. 

En Montreal la hermana de un gran 
Neurocirujano fué operada y sufrié una 
profunda mutilaci6n en sus lébulos fron- 
tales. Esta enferma relatada por el Dr. 
Penfield manifiesta que la actividad 
mental de la operada habia mejorado, 
nada mas que hacia una serie de cosas 
estipidas. Como se vé en este caso que 
ya lo relatamos mas arriba también, esa 
estupidez no es otra cosa que la ausen- 
cia de la capacidad para hacer la sintesis 
de las operaciones psiquicas. 

En restimen bajo el punto de vista 
psicologico los traumatismos de la regién 
frontal traen una disminucién de aten- 
cidn, de limitacién de la capacidad de 
sintesis, de la actividad y de la aplica- 
cidn pragmatica, es decir producen una 
modificacion de la personalidad. 

Indudablemente que alteraciones de 
esta enjundia en el psiquismo del indivi- 
duo es forzoso admitir, también que los 
traumatismos del craneo traen viola- 
ciones de la conducta social a distancia, 
,por qué razon? sencillamente porque si 
cambia la dominante de la personalidad 
es forzoso que cambie la dominante de 
la conducta que esta en intima relacién. 

Por eso en los sujetos de nuestra 
investigacién cambié su conducta, de un 
tiempo a otro, ya no eran los mismos 
y aparejado a los sintomas psicolégicos 
ya descritos aparece la modificacién de 
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su conducta militar. Unos rompieron el 
ritmo de los automatismos militares; 
habia desobediencia. Otros rompieron 
el ritmo de la disciplina militar, se insu- 
bordinaron. Otros rompieron el ritmo 
de sus mecanismos cerebrales, no cum- 
plieron las 6rdenes de incorporaci6n, ete. 

Para ser lo menos incompletos que nos 
sea posible en esta disertacién mani- 
festamos que en nuestros investigados 
hemos tenido especial cuidado en estu- 
diar el estado pre-morboso, antes del 
accidente, tomando en cuenta la intoxi- 
cacién aleoholica, la impregnacién de 
una infeccion sifilitica o tuberculosa y 
los estados disritmicos corticales y sus 
aliados que son los estados epilépticos, 
apileptoides y por aliados entendemos 
los estados de jaqueca, diabetes, estados 
sincopales 0 simplemente de mareos sin 
causa aparente justificada. 

Los estados con alteraciones del sueno 
catapléxicos y desde luego declaramos 
que en nuestros pacientes se han presen- 
tado tales estados pre-morbosos, por lo 
que es facil entender por qué se finean 
las interrogaciones y las dificultades 
para aquellos individuos amantes del 
localizacionismo cerebral o sea aquellos 
investigadores que les a trae la creencia 
de que los campos cerebrales de Brod- 
mann y de Oscar Bogt y Von Ecénomo 
constituyen el desideratum de los me- 
canismos cerebrales y psiquicos y for- 
man de la corteza cerebral un precioso 
mapa con limites exactos. Sin embargo 
leyendo, estudiando, e investigando en 
los pacientes nosotros nos declaramos 
dentro de nuestro humilde campo de 
accion, no localizacionistas sino esencial- 
mente centralistas, y por eso muchos 
de los sintomas psiquicos que aparentan 
refugiarse en los lobulos frontales, tene- 
mos, que poner punto y coma para trasla- 
darnos al mesodiencéfalo, a las regiones 
del tercero y cuarto ventriculo cerebrales 
a fin de quedar mas satisfechos, de que- 
dar mas a gusto en la interpretacién de 


las alteraciones psiquicas que hemos 
relatado. 

Indudablemente que cuando no es 
posible interpretar del todo por el fun- 
cionamiento del mesodiencéfalo los sinto- 
mas; entonces tenemos que hacernos 
localizacionistas especialmente cuando 
echamos mano del electroencefal6 grafo 
para conocer los estados de disritmia 
cortical. 

Hablabamos mas antes de que las al- 
teraciones psiquicas de los l6bulos fron- 
tales, entre otras se caracterizan por la 
modificacién de la personalidad y cuyo 
fendmeno tiene que ser a priori,consti- 
tucional y he aqui que los estudios de 
Berger y de Gibbs tienden a llegar tam- 
bién a la conclusién de que los electro- 
encefalogramas llegan a tener una cierta 
condiciOn de individualidad y por tanto 
de constitucionalidad. Esto quiere decir 
en otras palabras que las alteraciones 
del ritmo eléctrico cerebral de Berger y 
de Gibbs se caracterizan por las constan- 
tes, en un mismo individuo, del voltaje, 
y las dominantio de frecuencia por se- 
gundo, y de la presencia de ondas lentas 
y ganchos. Esto también significa, en- 
tonces que el ritmo es constante en un 
individuo y por tanto la disritmia tam- 
bién es constante en el mismo individuo, 
por todo lo cual llegamos a la conclusion 
de que también estos fendmenos eléctri- 
cos son constitucionales y aparejando lo 
que hemos dicho anteriormente a lo que 
acabamos de asentar la dominante de la 
personalidad del individuo se caracteriza 
por fenémenos psiquicos normales a pa- 
tol6gicos y por el ritmo de sus ondas 
eléctricas cerebrales. 


SUMARIO 


(1) Los traumatismos craneo-cere- 
brales de la region frontal pueden traer 
a distancia alteraciones psiquicas. (2) 
Debe estudiarse el estado pre-morboso 
anterior al accidente. (3) Las altera- 
ciones de orden psiquico, la presencia 
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de estados pre-morbosos manifiestos, 
anadidos a los estados disritmicos corti- 
eales, alteran y modifican la dominan- 


te de la personalidad y por tanto la con- 
ducta moral y social de estos individuos. 


RESUME 


Les traumatismes de la région frontale 
du crane peuvent entrainer des altéra- 
tions psychiques éloignées. L’état pré- 
morbide précédant l’accident demande 
a étre étudié. Les changements psy- 
chiques, la présence, de manifestations 


prémorbides modifient la personnalité 
et expliquent la conduite morale et so- 
ciale de ces individus. 
BuBegE 

(1) Uepenuaa mosropaa tpaBMa 200HOK 
oOjacTH MOXKeT AaTL MOBO K OTaIe€HHEIM 
IICHXHYeCCKHM H3MCHCHCHHSsM ; 

(2) Iicuxuxa nannenta jOmKHa OBITS 
HcleHOBAaHHAa JLO MOMeliTa TPaBMBI 5 

(3) Ilcuxuyeckue 13MeneHus, UX cyule- 
CTBOBAHHE Tepe, MOMCHTOM TPaBMBI, BMeCTE 
C apuTMHYecKHM KOPKOBbIM COCTOAHHEM, 
H3M€HAIOT AMYHOCTD HHAMBUAyyMa HU 0O6’aA- 
CHAT CTO MOPaibioe H COMMaAILBHOe TWOBe=- 
Aeune. 


Treatment of Bleeding Peptic Ulcer 


N. W. CHAIKIN, M.D., AND OSCAR TANNENBAUM, M.D. 
NEW YORK, NEW YORK 


cer is a dramatic incident which 

at times may be alarming to both 
patient and physician. This complica- 
tion of peptic ulcer occurs frequently 
enough to warrant clinical study, in or- 
der to decrease the mortality to a mini- 
mum. The incidence of hemorrhage has 
been stated by various authors to. vary 
from 10 to 30 per cent. 

Gordon-Taylor' reported an incidence 
of 10 per cent; Turnbull and Sagi,” 16.3 
per cent; Noth and Wilbur,’ 20 per cent; 
Abrahams, Taylor and Bennett,* 25 per 
cent; Blackford and Cole,® 19 per cent; 
Eggleston,® 19 per cent; Goldman,’ 38 
per cent; Eliason and Ebling,® 19.5 per 
cent in duodenal ulcer and 39.1 per cent 
in gastric ulcer; Paterson,® 30 per cent; 
Mayo,’ 17 per cent in gastric ulcer and 
14 per cent in duodenal ulcer; Balfour,” 
25 per cent in duodenal ulcer. In the 
present series the complication of hem- 
orrhage occurred in 13 per cent of pa- 


| IMORRHAGE from a peptic ul- 


tients with gastric, duodenal or marginal 
ulcer. 

The present study is limited to those 
patients who exhibited the more severe 
forms of the condition and the cases 
included manifested one or more of the 
following criteria: (1) gross hemateme- 
sis; (2) visible melena; (3) signs of 
shock; (4) a falling blood pressure or a 
very low blood pressure; (5) marked 
anemia; (6) syncope. Mild cases which 
presented occult blood in stools, or those 
with a doubtful diagnosis, were not in- 
cluded in this series. 

One hundred and thirty-six cases of 
hemorrhage were admitted to the wards 
of the Metropolitan Hospital, 121 of 
which were treated by medical means. 
Among these were 14 readmissions. 

Statistics: There were 114 white pa- 
tients and 7 colored. The youngest was 
22 and the oldest 72. 

The incidence according to age was as 
follows: During the second decade there 
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were 19 cases; the third decade, 49; the 
fourth decade, 27; fifth decade, 18; sixth 
decade, 8. Thus one can readily see that 
bleeding from peptic ulcer is predomin- 
antly a disease of the comparatively 
younger age groups, a fact that other 
observers have noted (Goldman'* and 
Crohn’*). 

In relation to sex, hemorrhage oc- 
curred in the ratio of 9.5 males to 1 
female in the entire group. The dis- 
tribution of the type of ulcer was as 
follows: duodenal, 93; gastric, 16; mar- 
ginal cases, 8; combined duodenal and 
gastric cases, 4. 


SYMPTOMATOLOGY 


The signs and symptoms of bleeding 
peptic ulcers vary with the severity of 
the loss of blood and the rapidity with 
which this loss occurs. However, hema- 
temesis and melena are the two outstand- 
ing cardinal symptoms. In this series 
of cases the duodenal ulcers presented 
melena in 15 per cent of the cases, hema- 
temesis in 5 per cent and both melena 
and hematemesis in 80 per cent. In con- 
trast to this, the gastric ulcer patients 
manifested hematemesis in 45 per cent 
of the cases, melena alone in 15 per cent, 
and both melena and hematemesis in 40 
per cent. The fact that a patient pre- 
sents either hematemesis or melena 
alone does not aid in localizing the ulcer 
on one side of the pylorus or the other, 
for most of our patients presented both 
symptoms. This is readily explainable 
on physiological grounds. <A certain 
amount of blood present in the duode- 
num will regurgitate into the stomach. 
On the other hand, a moderate amount of 
blood present in the stomach will reach 
the rest of the intestinal tract after 
passing through the pylorus. However, 
in the presence of an obstructive lesion 
at the pylorus, one must not expect that 
both melena and hematemesis will occur. 

As previously stated, the symptoms 


presented by the:patient vary with the 
amount of blood lost and rapidity with 
which this takes place. Thus, if the loss 
occurs suddenly and is of large amount, 
the patient will present evidence of 
shock. Of our patients 23.4 per cent 
were in shock, as manifested by a criti- 
cally low blood pressure, rapid pulse, 
cold and clammy extremities. On the 
other hand, if the hemorrhage has oc- 
curred over a reasonably long period of 
time, shock will not be present, but 
rather a severe grade of anemia. These 
patients present a pasty appearance, 
are very weak, and complain of increas- 
ing ulcer symptoms. 

A previous history of ulcer is not a 
necessary criterion in making a diag- 
nosis of bleeding peptic ulcer. In 25 
per cent of our cases, bleeding has been 
presented as an initial symptom of ul- 
cer. Careful investigation of previous 
histories failed to elicit any symptoma- 
tology referable to the gastro-intestinal 
tract. 


FACTORS PREDISPOSING TO HEMORRHAGE 


Food as a contributory factor plays no 
part in initiating the bleeding. In the 
present investigation the relationship 
of food to the production of hemorrhage 
could not be ascertained even after 
careful questioning of the patient. 

Trauma as a cause in initiating the 
hemorrhage in peptic ulcer has taken on 
a new aspect in recent years, because of 
its relationship to the Workmen’s Com- 
pensation Laws. Five per cent of the 
cases presented could be definitely at- 
tributed to trauma as the direct initi- 
ating cause of bleeding, as well as ex- 
acerbation of symptoms in a previously 
silent ulcer. In all instances of trauma 
the outstanding factor was sudden in- 
crease of intra-abdominal pressure. As 
specific examples, a colored patient 
working in a garage was suddenly at- 
tacked, receiving a forcible blow in the 
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abdomen. Within a short period of 
time the patient began to complain of 
abdominal pain and passage of black 
stools, and upon investigation the pa- 
tient was found to have a bleeding ulcer. 

Another patient, a white male who 
for several years was known to have an 
inactive duodenal ulcer, lifted a very 
heavy weight, and in about eight hours 
noted the passage of a massive tarry 
stool. Following this he had a re-awak- 
ening of his uleer syndrome. In another 
instance a patient who was free from 
any gastro-intestinal symptoms was in 
a violent explosion and immediately fol- 
lowing the accident had typical symp- 
toms of ulcer with profuse hematemesis 
and melena. Because of the profuse 
hemorrhage and inability to control it, 
surgical intervention was deemed neces- 
sary, and exploration revealed an acute 
bleeding duodenal ulcer without evi- 
dence of scarring around the area. The 
patient still has recurrent attacks of 
hemorrhage. The remaining two cases 
of trauma to the abdomen were followed 
by ulcer symptoms with bleeding from 
three days to two weeks following the 
date of the injury. 

in 3 per cent of the cases in this series, 
over-indulgence in alcoholic beverages 
initiated the symptoms of bleeding in 
previously existing ulcers, the bleeding 
probably being due to either direct irri- 
tation of the ulcer or to hypersecretion. 

While acute infections are frequently 
mentioned in textbooks and in the liter- 
ature as an initiating factor in the pro- 
duction of bleeding in peptic ulcers, our 
own series failed to show any relation- 
ship. 

RELATIONSHIP OF AZOTEMIA TO GASTRO- 

INTESTINAL HEMORRHAGE 


The relationship of azotemia to gas- 
tro-intestinal hemorrhage is still a mat- 
ter of controversy. The severity of the 


azotemia does seem to depend upon 
the extent of the hemorrhage and the 
time interval at which the blood is ex- 
amined. In this series of cases 25 per 
cent of the patients showed an elevation 
of blood urea-nitrogen levels from 40 
mem. per cent to 55 mgm. per cent. In 
two cases the urea-nitrogen levels were 
as high as 85 and 95 mgm. per cent. 
These urea-nitrogen levels were deter- 
mined upon admission of the patient to 
the hospital and redetermined at inter- 
vals of two to three days until the return 
to normal. Twenty-five patients who 
manifested azotemia were investigated 
for renal function and chloride depriva- 
tion. Renal function was determined by 
the Fishberg concentration test, and in 
only two instances, where the urea-ni- 
trogen level was 85 and 95 mgm. per 
cent, was the sp-gr persistently 10-10. 
Both patients, however, had given a 
previous history of hypertension, and 
renal damage could not be eliminated. 
In both cases the urea-nitrogen level re- 
turned to normal, the patient making a 
complete clinical recovery with the re- 
turn of the concentration test to within 
normal limits. Blood chloride levels were 
determined simultaneously with the 
urea nitrogen of the blood, and in only 
four of the patients were the levels 
below normal. 

The mechanism of azotemia in gastro- 
intestinal hemorrhage has been investi- 
gated by numerous observers who have 
expounded widely different views as to 
its production. Sanguinetti,’* who first 
observed azotemia in hemorrhage, be- 
lieved that the most significant factor in 
its production was the resorption of 
blood liberated into the gastro-intestinal 
tract. Ingegno’® subscribed to the same 
point of view. On the other hand, Blum*® 
stated the belief that the loss of chlorides 
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disturbs the osmotic equilibrium, and 
the urea is replaced to restore the 
osmotic pressure. Fishberg’ attributes 
the azotemia chiefly to dehydration 
causing an oliguria. The blood vol- 
ume of the kidney is too limited to 
keep pace with the excretion of urea 
formed in the body, and blood-urea ni- 
trogen rises. Taylor and Lewis'*® demon- 
strated increased blood urea values in 
anemia following hemorrhage. Chris- 
tiansen'® ascribes the azotemia to re- 
sorption of toxic substances originating 
from accumulated blood in the intestinal 
tract and to chloride deprivation. Schiff 
et al®® produced azotemia in normal sub- 
jects free from renal disease by feeding 
them citrated blood and found that the 
maximum urea-nitrogen level was ob- 
tained in ten to twenty-eight hours with 
return to normal in forty-eight hours. 
These results indicate that renal impair- 
ment plays no part in the production of 
azotemia. Kaump and Parsons,”? work- 
ing with dogs, produced simulated gas- 
tric hemorrhage and found that there 
was a dual rise in blood urea-nitrogen 
levels, the first occurring in twelve to 
twenty-four hours and the second ele- 
vation occurring in forty-two to forty- 
eight hours, with a return to normal 
within several hours. Chunn and Har- 
kins,?* working with dogs, feeding them 
separately whole blood, blood cells, 
serum and hemoglobin, have concluded 
that the rise in urea nitrogen is due 
mainly to the absorption of digested 
blood, especially of the erythrocyte 
fraction. They further conclude that the 
hemoglobin is the important factor in 
the urea-nitrogen elevation and that the 
plasma fraction plays a distinctly sec- 
ondary role. These authors have advo- 
cated the term ‘‘alimentary azotemia,’’ 
which in the light of their work and that 
of others appears to be appropriate. 


From the clinical point of view and 
the recent experimental findings pre- 





sented, it would appear that the mechan- 
ism of alimentary azotemia is probably 
due to the absorption of the digestion 
products of whole blood in the gastro-in- 
testinal tract, and that renal impair- 
ment, hypochloremia, and hemoconcen- 
tration plays no role in the production 
of this type of azotemia. 

Persistent azotemia is indicative of 
persistent bleeding, and the level of the 
azotemia bears a direct relationship to 
the severity of the hemorrhage. While 
renal insufficiency is not considered the 
cause of the azotemia, it is difficult to 
rule it out entirely, since these patients 
are prone to renal insufficiency because 
there is the possibility of renal damage 
from prolonged alkaline therapy, and 
also there are those with arterial scle- 
rosis who are especially apt to continue 
bleeding once it begins. However, the 
level of the azotemia cannot be regarded 
as a prognostic index, since it has been 
our experience that patients with ex- 
tremely high urea nitrogen, while hav- 
ing a stormy clinical course, have made 
a recovery, and the fatalities occurred 
in patients where the urea-nitrogen level 
was moderately above normal limits. 


TREATMENT 


Since the advent of the Meulengracht 
regimen, the treatment of gastro-intes- 
tinal hemorrhage from ulcer has taken 
on a new aspect. 

Up to 1937 the treatment of gastro-in- 
testinal hemorrhage, as practiced in the 
wards of the Metropolitan Hospital, was 
that of starvation with the usual sup- 
portive measures consisting of transfu- 
sion, parenteral fluids and alkalis. There 
were 56 cases treated with this method 
with a mortality of 6.9 per cent. On 
the other hand, 65 cases treated with the 
Meulengracht diet and supportive meas- 
ures since 1937 resulted in two mortal- 
ities, one of which was questionable, 
since the ulcer perforated while the pa- 
























tient was in the ward, and one cannot 
attribute this mortality to hemorrhage. 
Assuming that this patient’s death 
could be caused by the hemorrhage, 
which is highly doubtful, since his pic- 
ture was that of perforation, the mor- 
tality would be reduced to less than 
one-half that of the older method of 
treatment. 

In addition to the lowering of the 
mortality by means of the Meulen- 
gracht diet, there was a decided short- 
ening in the number of hospital days. 
In the starvation group there was an 
average of 38 hospital days, as com- 
pared to 28 days for those patients 
treated with the Meulengracht regimen. 

It is needless to discuss at length the 
mortality statistics as given by various 
observers, since the variations are so 
wide and the criteria used are so differ- 
ent that one is in doubt as to whether 
these observers are dealing with the 
same type of cases. In arriving at a 
conclusion as to the efficacy of one or an- 
other method of treatment, one must 
necessarily evaluate various methods of 
treatment in the same institution where 
the cases selected were of the same type 
for both methods. This clinical investi- 
gation is not a study of comparative 
statistics, but rather an evaluation of 
two methods of treatment in the same 
institution where both have been given 
a fair trial. With this point of view 
one cannot help but be impressed by 
the decided lowering of mortality with 
the Meulengracht regimen. 


RATIONALE OF TREATMENT BY FEEDING 


The principle of feeding in bleeding 
peptic uleer was advocated many years 
ago. Lenhartz?* in 1904 advocated a 
larger number of calories and a higher 
protein intake. But because of tradi- 
tional timidity the profession was rather 
reluctant in accepting this mode of treat- 
ment. Andresen** in 1927 gave a new 
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impetus to the feeding aspect in the 
treatment of gastro-intestinal hemor- 
rhage by giving his patients gelatin- 
water mixtures at two-hour intervals 
followed up in several days with other 
nutritious feedings. However, the bril- 
liant results published by Meulen- 
gracht® in 1933 have reawakened the 
interest of the profession in this phase 
of treatment. The principles upon which 
Meulengracht based his dietetic regimen 
have been ably summarized by Boyd, et 
al?® as follows: (a) the more carefully 
the old inanition regimen was carried 
out, the weaker the patient became and 
the higher the mortality; (b) ulcer pa- 
tients often remained ambulatory after 
severe melena without appreciating the 
significance of ‘‘tarry stools’? and with- 
out change in diet; (c) since post-hemor- 
rhagie shock and post-hemorrhagiec ane- 
mia form the most urgent indications 
for treatment after massive hemor- 
rhage, the appropriateness of inanition, 
of limited fluids, salts, calories and vita- 
mins is questionable; (d) it is doubtful 
whether emptiness of the stomach and 
the presence of unneutralized acid is 
suitable for hemostasis or for healing; 
(e) it is searcely conceivable that an in- 
sufficient diet will promote regenera- 
tive processes. 


The above enumerated clinical obser- 
vations have been amply borne out by 
experimental evidence. Whether an 
empty stomach is at rest is a debatable 
question. Carlson"® is of the opinion that 
it is not. Since Carlson’s experimental 
evidence is so convincing, then filling an 
empty stomach is rational in inhibiting 
peristalsis and thus preventing the dis- 
lodgement of the blood clot. Overgaard*’ 
has shown in dogs that experimental his- 
tamine hypersecretion or the administra- 
tion of hydrochloric acid produces a py- 
lorie gastritis in the empty stomach, but 
not when the animal is allowed a free 
diet. Alvarez”* is of the opinion that the 
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danger of digesting the clot is greater 
than that of mechanical dislodgement. 
Therefore, feeding would overcome 
these difficulties, namely, the mechanical 
dislodgement of the clot and its diges- 
tion. Elman”® has shown that in fasting 
dogs after severe hemorrhage there is a 
definite hypoprotenemia, which is re- 
stored in a few days after the ingestion 
of an adequate protein diet. Further- 
more, Whipple et al®® have shown that 
anemic dogs regenerate blood much more 
rapidly on certain diets, especially those 
containing meat and liver, than when 
they are fasting or are fed carbo- 
hydrates and milk. In addition, patients 
that are in shock have further destruc- 
tion of protein, as shown by Whipple.** 

The Meulengracht diet, as employed at 
the Metropolitan Hospital, consists of a 
high protein, high caloric diet, and is 
surprisingly well tolerated by patients. 
An aversion to the diet is seldom seen. 


The primary consideration as the pa- 
tient is admitted to the ward is the clin- 
ical evaluation of the presence or ab- 
sence of shock. It has been the practice 
in the wards of the Metropolitan Hos- 
pital to give a patient in shock from a 
bleeding peptic ulcer small transfusions 


and morphine. However, the amount 
of blood given by transfusions never 
exceeds 250 ¢.c. and is repeated at inter- 
vals with the blood pressure level taken 
as a criterion for further transfusions. 
On the other hand, patients that mani- 
fested hemoconcentration with hemo- 
globin of more than 100 per cent were 
given parenteral fluids which resulted in 
the dropping of the hemoglobin content 
to anemic levels. The further use of 
transfusion after the patient had recov- 
ered from shock depended upon the ex- 
tent of anemia present. 

Alkalis, antispasmodics, iron and vita- 
mins are given routinely. 

In summary, the routine treatment of 
bleeding peptic ulcer in the wards of 


Metropolitan Hospital is as follows: (1) 
small frequent transfusions and seda- 
tion in presence of shock; (2) immedi- 
ate institution of the Meulengracht diet; 
(3) parenteral fluids in the presence of 
dehydration; (4) the administration of 
alkalis, anti-spasmodics, iron and vita- 
mins. 


SUMMARY 


(1) Thére were 1386 cases of bleeding 
peptic ulcer in the wards of Metro- 
politan Hospital. One hundred twenty- 
one cases, including 14 readmissions, 
were treated medically. 

(2) Symptomatology varied accord- 
ing to the rapidity with which the blood 
loss occurred, the cardinal symptoms 
being hematemesis, melena, and in cer- 
tain cases (25 per cent), shock. 

(3) The peak of incidence of bleed- 
ing peptic ulcer occurred in the third 
and fourth decades. 

(4) Food, and acute infections are 
not important predisposing causes of 
bleeding in peptic ulcer. Alcohol and 
trauma apparently may be precipitating 
factors in establishing either a new 
bleeding ulcer or reawakening a previ- 
ously healed ulcer. 

(5) From recent investigative work 
and clinical observations in this series 
of cases, alimentary azotemia is prob- 
ably due to the absorption of the 
digestion products of whole blood and 
especially the hemoglobin fraction; renal 
impairment, hypochloremia, and hemo- 
concentration play no part in the pro- 
duction of azotemia. A persistently high 
blood-urea nitrogen is indicative of 
further episodes of bleeding. The level 
of urea nitrogen cannot be used as a 
prognostic index. 

(6) The cases treated up to 1937 by 
supportive measures and_ starvation 
gave a mortality of 6.9 per cent. On the 
other hand, in cases that received the 
Meulengracht : regimen, the mortality 
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was reduced to less than one-half that 
of the older method of treatment. The 
feeding treatment not only lessens the 
mortality, but also shortens the average 
hospital days from 38 to 28. 

(7) The principles on which the ra- 
tionale of the feeding treatment has been 
based have been summarized. 
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SOMMAIRE 

1. Dans les salles de malades du 
Metropolitan Hospital il y eut 136 cas 
d’uleéres peptiques saignants. Cent 
vingt-et-un cas, dont quatorze cas étaient 
récidivants, furent soumis 4 un traite- 
ment médical. 

2. La symptomatologie varia selon la 
rapidité de la perte de sang. Les prin- 
cipaux symptémes furent l’hématémése, 
l’hémorrhagie intestinale (méléna), et 
dans 25 pour cent des cas le choc. 

3. La troisiéme et la quatriéme décade 
fournirent le plus grand nombre de cas. 

4. Les aliments et les infections 
aigiies jouent peu d’importance comme 


agents prédisposants a 1|’hémorrhagie 
dans les cas d’ulcéres peptiques. L’al- 
cool et le trauma peuvent déterminer un 
ulcére saignant ou provoquer une réci- 
dive dans un ulcére apparemment ou 
précédemment guéri. 

5. D’aprés les plus récentes recher- 
ches expérimentales et cliniques, 1’azo- 
témie alimentaire est probablement due 
a l’absorption des produits digestifs du 
sang et surtout de l’hémoglobine; 1’in- 
suffisance rénale, l’hypochlorémie et 
l’hémo-concentration ne jouent aucun 
role dans la production de 1’azotémie. 
Un haut urea nitrogéne du sang est un 
signe avant-coureur d’hémorrhagies. 

6. Le traitement employé jusqu’en 
1937 affamait le malade et donnait une 
mortalité de 6.9 pour cent. Le traite- 
ment par le régime de Meulengracht 
diminua la mortalité de plus de la 
moitié. En nourissant le malade on 
diminue la mortalité et on abrége le 
séjour a l’hépital de trente-huit jours a 
vingt-huit jours. 

7. L’auteur nous donne les raisons 
basiques du traitement de _ |l’ulcére 
peptique par |’alimentation. 


SUMARIO 


1. Ciento treinta y seis casos de 
tileeras hemorrdgicas pépticas fueron 
admitidos al Metropolitan Hospital. 
Ciento veinte y uno de los casos, incluy- 
endo catorce recidivas, fueron tratados 
medicamente. 

2. La sintomatologia varié en relacién 
directa con la rapidez y severidad de la 
hemorragia. Ein general los sintomas 
cardinales fueron los siguientes: hema- 
temesis melena, y en un 25 por ciento, 
shock. 

3. El pico de la incidencia en esta 
serie occurrié en la tercera y cuarta 
década de la vida. 

4. La alimentacién y las infecciones 
agudas no parecen ser causas predispo- 
nentes de importancia; en cambio, el 
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alcohol y el trauma parecen ser factores 
precipitantes de la hemorragia. 

5. Segitin las investigaciones recientes 
y observaciones clinicas de nosotros en 
esta serie de casos, la azotemia, cuando 
se presenta, se debe probablemente a la 
ak zorcion intestinal de la sangre dige- 
rida y especialmente a la hemoglobina. 
Esta azotemia, por lo tanto, no se debe 
a la insuficiencia renal, ni tampoco a la 
hipocloremia o a la hemo-concentracion. 
La elevacioén persistente de la urea de 
la sangre es indicativo de mas episodios 
hemorragicos; sin embargo, el nivel de 
la urea no debe considerarse como un 
indice del pronostico. 


6. Los casos tratados hasta el afio de 
1937 con medidas soportivas y dieta 
absoluta presentaron una mortalidad de 
6.9 por ciento y, en general, un periodo 
hospitalario de treinta y ocho dias. Con 
el régimen propuesto por Meulengracht 
se ha logrado reducir la mortalidad a 
menos de la mitad y el periodo hos- 


pitalario a veinte y ocho dias. 

7. Se ha presentado en forma de 
resumen los principios de este régimen 
de tratamiento dietético. 


Burspospt 
(1) Ws 1386 cayyaeps remmopornmuecKkoi 
memTHyeckol A3BEI, 121 Oblau TeYeHI KOH- 


cepBaTHBHO. 

(2) Kposasaa ppora, KpoOB B kaze uM WOK 
y 25 mpowentoBw Cry4¥aeB COCTABIAIOT T1aB- 
Hble CHMITOMBI, 

(3) Ilayueutih sospacta tTpeTbaaro u 
YETBEPTOTO ACCATHACTHA HAXOAUIMCH B OOAb- 
IIMHCTBE. 

(4) Iluma u undexnun ue mpesxpacno- 
jaraloT K KpOBoTeyeHHO ABBE. AKOTOIb UM 
TpaBMa MOTYT CAYUTL WpOBOKaTOpaMH ero. 

(5) AaumMentapHax a30TeTeMHaA IpOHuc- 
XOJMT Kak pe3yibTaT BcachiOaHuA MpOAyK- 
TOB wepepapenua xposu. I[lospexyzenue 
moveK, THMOXIOPeMHA H TeEMMOKOHIeHTpa- 
IMA He HrpalwoT pOIH B aBOTEMHUH. 

(6) CmMeptnocts mpu seyeHuu romofja- 
nuem (fo 1937 roga) Aourna Ao 6.9 mpo- 
neHtos. Ipu meyvenun no metoge Meyau- 
rpatT’a CM€pTHOCTh NOHM3H1acb Ha MOTOBU- 
Hy. Uuncxo Aue B TrocluTane TakKxKe MOHU- 
3u10cb oT 88 Zo 28 zHen. 


Ulcer and Cancer of the Stomach in the Middle Ages 


(Avenzoar, Averroes, Franciscus of Piedmont, Benivieni) 


HYMAN I. GOLDSTEIN, M.D. 
CAMDEN, NEW JERSEY 


310 B.c.?) described the clinical 

symptoms of ulcer of the stomach. 
Diocles was born in Carystos, on the 
island of Euboea, the son of Archi- 
damus, a physician. Galen (130-200 
A.D.) quotes Diocles [Galeni de affec- 
torum locorum notitia, libri sex, Guili- 
elmo Copo Basileiensis interprete, Paris, 
Henricus Stephanus, 1513. Liber III, 


D0 >< of Carystos (fl. ca. 350- 


Cap. VI, De Melancholia, f. 58 verso and 
f.59:] ‘‘Verum satis mihi fuerit, ea acci- 
dentia percurrere, quae a Diocle prae- 
scripta sunt, in libro cui titulus est, af- 
fectio, causa, curatio, in quo Diocles ad 
verbum ita scripsit: Porro alius oritur 
a ventriculo morbus .. .’’ ‘‘Item ructus 
acidus, flatus, aestus in praecordiis, fluc- 
tuatio non illico, sed cum retinuerint 
interdum ventriculi quoq; vehementes 
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men 
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dolores, qui nonnullis ad dorsum usq; 
procedunt, concoctis deinde cibis qui- 
escunt...”’ 

Paulus A’gineta (625-690) in his 
Book III, Sect. XX XVII, discusses ‘‘On 
Affections of the Stomach’’; ‘‘When 
there is an ulcer of the stomach or 
bowels, the patient must abstain from 
all acrid food and drink, and use rem- 
edies of a soothing nature such as 
draughts without oil, and -those from 
starch, Samian earth, Lemnian earth 
and milk,—(like our ‘‘modern’’ therapy 
of kaolin, magnesium trisilicate, and 
aluminum hydroxide!)—or a_ small 
quantity of honey, so as to purge with- 
out griping...”’ 

‘“*You may know an ulcer exists by 
blood, pus, or the scabs of a sore being 
vomited up.’’ This was twelve centuries 
ago! Celsus (ca. 30 B.c.—25 a.p.?) 
gave somewhat similar advice for the 
treatment of ulcer of the stomach. 

It is of historical and therapeutic in- 
terest to note here that the use of astrin- 
gents, antacids and absorbents in the 


treatment of gastritis. and ulcer of the © 


stomach, which we consider ‘‘modern 
antacid therapy,’’ has been advised and 
long used, by Paul, Serapion (9th cen- 
tury), Albucasis (1013-1106), Rhazes 
(850-9327), Haly Abbas (ca. 930-994), 
Francis of Piedmont (died 1319), Jean 
Fernel (1497-1558), Jacobus Hollerius 
Stempanus (died 1562), Crato (1519- 
1586), Van Heurne (1543-1601), J. 
Varandaeus (died 1617), J. Scultetus 
(1595-1645), J. Schenck (1530-1598), 
Jean Riolan (1539-1605), Horatius Au- 
genius (1527-1603) and others since 
Tsaac Judeus (Israeli, ca. 850-950) wrote 
his work ‘‘On Diet’’ (first edition, 
Padua, 1487). They recommended terra 
Sigillata (kaolin or aluminum silicate), 
boli armeni, acaciae ablutae et aluminis 
zamem [Serapion, eleven hundred years 
ago! Breviarum Medicinae Practica, 
Venice, 1497). Rhazes used boli armeni 


in the treatment of ‘‘ulcera in stomacho”’ 
(Liber Divisionum, Cap. LIX) ]. 

Albucasis (1013-1106) in Liber Prac- 
tice, Tractatus XVI, Cap. IV, discusses 
‘“‘De Dolore Stomachi’’ and Cap. V, 
‘“‘De Apostematibus Stomachi,’’ ete. 

We are concerned in this brief his- 
torical review with the works of Avi- 
cenna (980-1037), Avenzoar (ca. 1090- 
1162), Averroés (ca. 1126-1198), Fran- 
ciscus of Piedmont (died 1319?), An- 
tonio Benivieni (1443?-1502), Jean 
Fernel (1497-1558) and Capivaccius 
(died 1589). We cannot, however, omit 
mention of the observation of Alexander 
Trallianus (ca. 525-6057), that disorder 
of the stomach affects sympathetically 
the heart and brain, and treats fully 
inflammation of the stomach. 

Caelius Aurelianus (3rd-4th centur- 
ies?), born at Cicca in Numidia, prac- 
ticed in Rome, discussed ‘‘De Stomach- 
icis’’?’ and ‘‘De Phagedoena,’’ tumor, 
colics, jaundice and dysentery, in his 
“‘Tardarum passiorum libri (Chronion, 
Lib. III, Caput II, 73-78, Caput III, 78- 
79, Basileae, Petrus, 1529). 

Joannes Actuarius (13th century), 
Byzantine physician and philosopher, 
son of Zacharius, discussed ‘‘haemate- 
mesis’’ and ‘‘melaena’’ more distinctly 
than other ancient authorities (Meth. 
Med. IV, 5; De Diagnosi I, 39). 

Vincent of Beauvais (12062-1264) dis- 
cusses ‘‘De regimine pectoris et sto- 
machi cordisque et epatis acrenum”’’ (Lib. 
XIII, Caput XXII) and ‘‘De Vomitu’’ 
(Lib. XIII, Cap. XI), diet and purga- 
tion (Lib. XIII, Cap. XV) in his ‘‘Spec- 
ulum Doctrinale’’ (‘*Mirror of Sci- 
ence’’), ‘‘Niremberg, Anton Koberger, 
1486. (Section on Medicine, Books 12-14, 
456 Chapters, a great encyclopaedia of 
17 books and 2374 chapters, considered 
one of the greatest monuments of learn- 
ing of the Middle Ages). 

At the temple of Asculapius at Epi- 
daurus, six pillars engraved with the 
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Fig. 1. 
Avicenna (980 


stories of patients date from the close 
of the 4th century B.C.: 

On the second pillar appears Case 7: 
‘A man with an ulcer im lis stomach. 
He incubated and saw a vision; the god 
seemed to order his followers to seize 
and hold him, that he might incise his 
stomach. So he fled, but they caught 
and tied him to the door-knocker. Then 
Asklepios opened his stomach, cut out 
the uleer, sewed him up again, and 
loosed his bonds. He went away whole, 
but the floor of the chamber was covered 
with his blood.’’ Withington (1894) 
states ‘‘the case is purely theurgic—it 
shows the direct action of the deity.’’ 
(Originals published in the Ephemeris 
Archaeologike, 1883-1885 ; French transl. 
by Reinach, Revue Archéologique, 1884- 
1885). 

Emperor Marcus Aurelius (121-180) 
died in Vienna, perhaps from gastric 
(uleer) carcinoma or perforated ulcer 
aggravated by his battles. He suffered 
from ‘‘acute indigestion’’ on returning 
from his wars, just as our soldiers today 
suffer from aggravated gastric disturb- 
ances. 


Quintus Horatius Flaccus (68-65 B.c.). 
1036 or 1037 A.D.). 





Marcus Aurelius Antoninus Caesar (121-180 A.D.). 


Oribasius (325-403 a.p.), physician 
to Emperor Julian (355: a.p.) in his 
Synopseos (Liber IX, Cap. X, XI, Cap. 
XIX, XX, XXI) discusses ‘‘De oris 
ventriculi affectionibus,’’ ‘‘De  flatu 
ventriculi,’’ ‘‘De iecoris affectionibus,’’ 
‘‘De scirrho iecoris.”’ 

Aétius (502-575) in his T'etrabiblos 
IIT, Sermo I, Cap. XVI, and Cap. XVII, 
considers ‘‘De stomachi inflammatione’’ 
and ‘‘De stomacho exulceratio.’’ 

Avenzoar (1090-1162) was a_ highly 
educated (Jewish?) physician of cul- 
tural family, born in Seville (KE. R. 
Long, 1928). He was the most original 
of the Arabs next to Rhazes (850-9327) 
and probably the greatest Moslem phy- 
sician and thinker of the twelfth cen- 
tury. His chief work, the Liber Theisir 
or Assistance contains (Book I, 
Tract. XV, cap. 3) a description of the 
xase of one of Ali ben Jussuf’s (1106- 
1143) courtiers. This courtier of the 
bigoted Almoravide (Ali) had long suf- 
fered from an obscure disease, with in- 
digestion, loss of flesh, and occasional 
fever. Avenzoar, who with his father, 
was imprisoned and tormented by the 
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Ali, was forced to treat this man. He 
found him much prostrated with a slow, 
irregular, serrate pulse. In the epigas- 
tric region he found a round hard mass 
like an apple, painful on deep pressure. 
Avenzoar (Abhumeron) diagnosed can- 
cer of the stomach (‘‘ Veruca stomachi’’) 
and saw he would die, but feared to tell 
him. One night the courtier had sudden 
hemorrhage from the bowel and Aven- 
zoar found him collapsed—‘‘he will die 
in twelve days ...’’ He died on the ninth 
day. He was the first to use esophageal 
sounds (cannulas) in cancer of the eso- 
phagus for milk feeding (Liber Theisir, 
Liber I, Tract. X, Cap. XVIII, Venice, 
1490 and 1497): ‘‘Quod est privatione 
sensus et motus relaxatione meri iso- 
fagi.’? Avenzoar discusses ‘‘De_ pas- 
sionibus stomachi,’? (Liber primus, 
Tractatus XV, Cap. 1— Cap. VI) — 
‘‘de ethica stomachi,’’ ‘‘de apostemate 
stomachi,’’ ‘‘de veruca que oritur 
stomacho,’’ ete. He was superintendent 
of the hospital at Seville, and had occa- 
sion to treat a man with cancer of the 
stomach, who was very weak and 
emaciated. 

His pupil Averroés Cordubensis 


(1126-1198), born in Cordova, was a 
famous Spanish Moslem physician who 
wrote The Colliget or ‘‘Book of Uni- 
versals’’ (Kitab-al Kollyat), a résumé 
of medical science. He was a contempo- 
rary of Moses Ben Maimon (Rambam) 
or Maimonides (1135-1204), and was a 
devoted commentator on Aristotle (384- 
322 B.c.) In his Colliget (Liber quartus, 
Cap. LIV), Averroés discusses ‘‘Quod 
est signis egritudinum stomachi :‘‘ Apos- 
temata’’ and ‘‘Uleerationes.’’ Fernel 
(1497-1558) considered ‘‘Apostemata”’ 
(or abscess) to be cancer. Averroés 
speaks of ‘‘. . . Et apatibus q. in sto- 
machi cancerosa fiunt sine dolore. . .’’ 
He treats of ulcer of the stomach some- 
what the same as Avicenna (980-1037) 
in his Canon of Medicine [Canonis 
Medicinae, Venice, Petrus Maufer, 1486, 
Liber IIT, Fen. XIII, Tract. IV, Cap. 
XIT and Cap. XIV]. 

Franciscus de Pedemontis (1270?- 
1319), learned commentator of Mesué, 
gives a very accurate account of ulcera- 
tion of the stomach. In Messué Demas- 
cenus, J. Opera Universa, 1479, Cap. 13, 
‘‘de solutione continuitatis stomachi et 
uleeribus: et ruptura: et eius cura.’’) 





Fig. 2. Aulus Cornelius Celsus (ca. 53 B.c.—7 A.D.). Jean Fernel (1497—1558). Paulus Atgineta (625— 


690 A.D.). 
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He compiled the best textbook of the 
time on pathology and therapeutics. He 
uses alumen, lutum armeni, lutum sigil- 
latum. 








Fig. 3. Jerome Cardan of Milan (1501-1576). 


Antonio Benivieni’s (ca. 1448-1502) 
records of necropsies were published by 
his brother Jerome in 1507, in the first 
printed book on pathology, De Abditis 
Nonnullis ac mirandis morborum et 
sanationum causis, Venice, 1507 and 1516. 
He requested permission of his patients’ 
relatives to perform necropsies in ob- 
seure cases. To him we owe much of 
the beginning of the study of gross path- 
ology and pathological anatomy. He was 
perhaps the first to consider opening 
bodies for the purpose of finding the 
location and causes of death of the pa- 
tients. His posthumously published 
work Concerning some of the secret and 
strange causes of Disease contains ob- 


servations on cancer of the stomach 
(‘‘Stomachum obealluisse,’’ Cap. 
XXXVI), gall-stone, and heart diseases. 

He was one of a group of early ‘‘cli- 
nician-pathologists’’ including Benivi- 
eni, Kustachius (1524-1574), Rembert 


Dodoéns (1507-1585), Marcellus Donatus 


(ca. 1540-15907), Jean Fernel (1497- 
1558) who wrote Universa Medicina 
(1554), Hieronymus Capivaccius (died 
1589), Felix Plater (1536-1614) and 
Schenck (1530-1598). Benivieni (No. 
XXXVI) reports that a relative by mar- 
riage vomited everything, being unable 


w to retain food or medicine, gradually 


wasting away to skin and bone and 
finally dying. At necropsy (‘‘in the in- 
terest of the public good’’) he found an 
induration of the stomach reaching to 
the pylorus and preventing the passage 
of food. (A cancerous obstruction of the 
pylorus!) Three hundred years earlier, 
Avenzoar, as stated, gave an accurate 
description of cancer of the stomach 
(‘‘Veruca stomacho’’) and of the eso- 
phagus. 

Avenzoar had used silver and tin eso- 
phageal sounds to feed milk to the pa- 
tients with esophageal obstruction, and 
used nutritive enemas in tumors of the 
stomach and esophagus. 

Girolamo Capiwaccio (died 1589), na- 
tive of Padua, in his Practica Medicina 
(Francofurti, P. Fischer, 1594, Liber 
III, Cap. I—Cap. V) discusses ‘‘De 
Tumore Ventriculi,’’ ‘‘De Ulcere Ven- 
triculi’? and ‘‘De Laesa deglutitione: 
quae oesofagi est affectio.’’ 

Felia Plater (1536-1614), the Basel 
anatomist, performed many autopsies 
(300 or more), and made some interest- 
ing observations including ulcer and 
tumor of the stomach. 

Jean Fernel (1497-1558) of Amiens, 
wrote the first book to be called a text 
of ‘‘pathology,’’ his Pathologae, Libri 
VII (1554). He speaks of cancer of the 
stomach (as ‘‘abscess,’’ ‘‘apostemata’’) 


. 
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and ulceration of the tumor, of gastric 
ulcer, and scirrhus tumor (Universa 
Medicina, Liber VI, Cap. I-ITI, in ‘‘De 
Partium Morbis et Symptomatis’’). 

Marcellus Donatus (ca. 1540-15907), 
of Mantua (De Medicina historia Mira- 
bit, Mantua, 1586) reports one of the 
best-described cases of ulcer of the 
stomach (the case of Camillus Facinus, 
59 years old). 

Donatus gave us the first good descrip- 
tion of cancer of the rectum—in an old 


ET DES ARTS Lav. IL 9 





REMBERT DODONEE 


jeg Emvert Donone'e eftoit fils de Denis Dodonée, Fri- 
ke fon, vulgairement nommé Dodoens, II niquit 4 Mali- 

r nes le vingt-neufiéme de Juin de !’an mille cing cens * 
; dix-huit, & fut envoyé aflez jeune i Louvain, ou il fic 
Di des progrez ficonfiderables dans l’eftudede la Medeci- 
y uF % ne qu'il fur 3 l'age de dix-fept ansjugé digne du Dofto- 
Mime rat. Ayant receu cette marque glorieule de fa fuffifance 
il quiccalUmwverfiré, refolude vificercellesdel'Allemagne, dela France, 
l'Ialie ; afiad’en reconnoiftre les maximes, & de ne rien ignorer de 
tout ce qui pouvoir le rendre illuftre ee Comme il n‘avoit 
. Na point 





Fig. 4. Rembert Dodonaeus (1517-1580) reported 
posthumously on ‘‘Uleer of the Stomach’? (1581). 


De Vicere ventriculs. 

CAPVT XXV. 
XVLCERARI ventricu- 
lum non minus quam alias 
corporis partes, a ratione 
haud alienum cft. 

Honefta quedam matrona, annos 
(plus minus) LX.nata,cx ore fpiritum 
foetentem miultis emiferat annis:é na- 
ribus graueolens quoque muccus c6- 
cretus fubinde extrahebarur, virens 
aut omnino varij coloris: dolor circa 
ventriculi regionem affiduus,non ta- 
men valdé moleftus; vt, quem Jenire 
poterat facculus, in quo herbe , {emi- 
na, & aromataquedam, ventriculo 
commoda,yna cum goffipioconiuta 
erant. Mens & fenfus ad extremum 
conttitcrunt. longo morbo confecta 
é vita dilceflit. 

Ventriculus huius exterius abom. 
ni parte fuperficietenus exulceratus 
exritic , & quz ipfum contingebant 
vniuerfa, nontamenalia, quim qua 
ventriculo contigua crant parte. Ce- 
rebri fubftantia integra, fed copiolo 
admodum humori veluti innatans: 
qui fomes effe potuit mucci, quifepe 
in naribus concreuerat- 





Fig. 5. Rembert Dodonaeus (1517-1580) from his 
Medicinalium (1581): ‘‘De Uleere Ventriculi.’’ 


man, severely constipated, and whose 
rectum was not permeable to a wax 
candle. At necropsy in the upper part 
of the rectum, which was severely con- 
tracted, was found an elevated gland- 
like tumor. 

J. Schenck (1530-1598) in his Observa- 
tionum medicarum rararum, Libri VII, 
refers to Avenzoar’s ‘‘Veruca Ventri- 
euli,’’?’ and reports on ulcer of the 
stomach. 

Rembert Dodoéns (1517-1585) con- 
siders tumor and ulcer of the stomach 
‘“‘De Uleere Ventriculi,’? in Medici- 
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nalium Observationum, Cap. XXV, pp. 
61-62, 1581. Thomae Henrici). L. Phrye- 
sen or Fries (died 1532) discussed tu- 
mor and ulcer of the stomach (Spiegel 
der Artzeney desgleichen, pp. 133-134, 
Strassburg, 1518). Horatius Augenius 
(1527-1603) reported the case of a young 
stewardess of excellent appearance 
(pregnant at term), who died of a per- 
forated ulcer of the stomach, and the 
baby was delivered alive immediately 
after the mother’s death and continued 
to live, and so was named FORTU- 
NATO! 

Ibnu’l-Wafid, or ‘‘Aben Guefit’’ (ca. 
997-1074), a hospital physician at To- 
ledo, developed a rational method of 
treatment based mainly upon dietetic 
measures. The best known of his works 
is De Medicamentis simplicibus. 

The emperor Kai Kubad was _ at- 
tended by a Byzantine physician named 
Stephen of Odessa, who also had the 
task of schooling the young Anushirvan. 
That sovereign on coming to the throne, 
chose as his personal physician a ‘%o- 
man named Tribunus whom he valued 
so highly that, when he negotiated a 
five years’ truce with Rome, he stipu- 
lated that Tribunus was to return to his 
service. The custom of employing 
Greek doctors survived the Islamic 
times, for we find that al-Hajjaj ibn 
Yusuf, the Arab conqueror of Persia, 
had attached to him a Greek physician 
whom the Arab biographers named 
Thiyazuq (?Theodokos). His is the first 
recorded case of a gastric test meal. For 
when his master was ill with indigestion, 
he made him swallow a lump of meat at 
the end of a string. After half an hour 
he pulled up the string and found the 
meat riddled with worms. He there- 
upon declared the case to be one of 
cancer of the stomach. And in due time 
al-Hajjaj died of it. (Ibn Abi Usaybi’a; 
©. Elgood, 1939). 


Jules Péan, (French surgeon) per- 
formed (April 5, 1879) the first gastric 
resection for cancer of the pylorus. The 
patient died after four days. Billroth, 
on January 29, 1881, performed the 





Fig. 6. Hieronymus Capivaccius (Jerome Capo Di 
Vacca or Capivaccio) (died 1589). In his. Practica 
Medicina, 1594, Frankfort, Book III, Chaps. IV and 
V, he wrote on ‘‘Tumore Ventriculi’’ and ‘‘ Uleere 
Ventriculi.’’ 


same operation (Péan-Billroth No. I). 
His patient died of carcinomatous peri- 
tonitis in less than four months. 

The story, though fascinatingly inter- 
esting, is long, time is short, and space 
is limited, so we must, reluctantly and 
hesitatingly, close this rather kaleido- 
scopic historical review of ulcer and 
sancer of the stomach in the Middle 
Ages. 
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SUMARIO 


Kl estudio de la literatura médica 
durante la Edad Media revela que tanto 
la tilcera como el cancer del estomago 
fueron reconocidos durante la época de 
Diocles Carystius (350-310 B.c.) Varios 
casos y varios métodos de tratamiento 
son descritos en la literatura de esa 
época y durante el tiempo que sobrepaso 
hasta la época épica en que Billroth 
practic6 su método operatorio del can- 
cer del piloro en el ano de 1881. 


SOM MATRE 


Goldstein nous présente une revue de 
la littérature du traitement de l’ulcére 
de l’estomac et aussi du traitement du 
cancer gastrique. I] couvre la période du 
Moyen Age. Ces maladies sont connues 
depuis le temps de Diocles Carystius 
(350-310 B.c.). De différentes cas et de 
différents traitements son décrits dans 
la littérature médicale. L’opération de 
Billroth pour le cancer du pylore en 1881 
est une contribution époquale. 
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Aszennad Oore3snb KeTyAKA U pak «weryA- 
Ka yxe OMIM OMNMCAHHE B cpeAHeneKoson 
autepatype. Tam-xe seTpeyaworTca onnca- 
HHA eC NHAYHEX CITY aes M UX wseVenHe 
BIIIOTE AO omepalnun Busppota Tpouspbelen- 
noi Bp 188l-om roxy mo NoBOAy paka upH- 
BpaTHuKa. 
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Backward Displacement of Thoracic 
and Lumbar Vertebrae 


ERNST LYON, M.D. 
JERUSALEM, PALESTINE 


backward displacement of one or 

more vertebrae is diagnosed. The 
displacement is usually disclosed by pain 
in the region of the upper lumbar and 
lower thoracic spine, radiating into the 
abdomen; also by an impaired function 
of the spinal column. As is shown by 
the following case history, diagnostic 
as well as therapeutic errors may easily 
be made. A closer study of this condi- 
tion is of particular importance at 
present, when the problem of posterior 
herniation of the nucleus pulposus is 
occupying a great number of authors. 


[ is often only with difficulty that a 


CASE REPORT 


8. 0., aged 57, from Sydney, Australia, was 
operated upon in 1910 for appendicitis with 
abscess formation. Peritonitis following the 
operation necessitated another operation. He 
was unconscious several times and for weeks 
his condition was grave. 

He started feeling pain in his back in 1912, 
after undergoing an unusual strain (pulling 
the canvas out of motor tires). After this he 
had many severe attacks of backache, particu- 
larly in 1915. In 1918 he was again operated 
upon (bilateral inguinal hernia). Between 
1925 and 1928 he had many severe attacks of 
‘‘digging’’ pain in the back, radiating into 
the upper and lower abdomen. In 1928 roent- 
genograms revealed the presence of a stone in 
the gallbladder. This was deemed to be the 
cause of the recurring paroxysms of pain in 


490 


back and abdomen, and his gallbladder was 
therefore removed. The pain in the back, how- 
ever, did not cease. 

In 1929 he was in an accident, fracturing 
his left leg and several ribs. No injury of the 
spinal column was diagnosed at that time. 
After this accident the pain in his back became 
more severe and roentgenograms were again 
made (back and teeth). He was advised to 
have four of his teeth removed. Following 
their removal he took sodium sulphate fairly 
constantly; after some dozen injections he 
felt easier but was by no means cured. The 
digging pain in his back recurred, sometimes 
radiating into the upper as well as the lower 
abdomen, but always emanating from the 
back. 

Though formerly he had had three to four 
attacks a year, during the last three years he 
experienced only three or four slight ones. 
However, on January 6, 1941, he had a par- 
ticularly bad attack. In the morning of that 
day he had four paroxysms of digging pain, 
each lasting half an hour, starting in the back 
and suddenly shooting down into the center 
of the abdomen, less markedly into both sides 
of the lower abdomen. There was no vomiting, 
nausea, rigidity, tenderness, collapse or tem- 
perature. The pulse was normal, but the pain 
was so intense that an unaccomplished intesti- 
nal perforation or a stone of the choledochus 
had to be taken into consideration, ailments 
the symptoms of which are often ill defined. 
After the lapse of some hours there was still 
pain in the back; none, however, in the ab- 
domen. 

The patient said that he had never kept to 
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Left. Anteroposterior view of the lumbar and lower portion of the thoracic spinal column and pelvis. Mod- 
erate osteoporosis. Some osteophytes at the edges of the vertebral bodies in the lower thoracic and upper lum- 
bar spine. Center. Lateral view.- The physiologic lumbar lordosis is somewhat reduced in its lower portion, the 
intervertebral disks between the second and the third and between the third and fourth vertebrae are slightly 
higher than normal. The first lumbar vertebra, also the eleventh and twelfth thoracic vertebrae, deviate from 
the normal curvature of the spine and are shifted posteriorly. The twelfth thoracic vertebra is wedge-shaped. 
Stripes of denser shadow seem to be present within the intervertebral disks. The backward displacement of 
the first lumbar vertebra becomes particularly distinct on a comparison of the position of the lower anterior 
edge of the body of the first with the upper edge of the second lumbar vertebra. The upper and lower 
surfaces of the twelfth thoracic and the first and second lumbar vertebral bodies show a slightly increased de- 
gree of osteosclerosis (moderate osteochondrosis). The osteophytes at the anterior edges of the vertebral bod- 
ies develop into arches connecting the tenth with the eleventh and the eleventh with the twelfth thoracic ver- 
tebrae, as well as the twelfth thoracic with the first lumbar vertebrae. There is only slightly developed arching 
between the first and second lumbar vertebrae. From the eleventh thoracic vertebra upward the curvature of 
the spinal column reassumes its normal shape. Right. Taken in a semilateral position. Here the small inter- 
vertebral joints of the lower part of the lumbar spine are distinctly recognizable and found to be normal. The 
small joints of the first lumbar vertebra are no longer distinct, while those of the tenth, eleventh and twelfth 
thoracic vertebrae are not recognizable at all. It is uncertain how the wedge shape of the twelfth thoracic ver- 
tebra was brought about. Apparently it was already present before the accident (1929), and may have been 
brought about by the unusual strain undergone by the patient in 1912. It is, however, highly probable—and 
this view is also favored by the fact that there were changes of the intervertebral disks between the eleventh 
and twelfth vertebral bodies—that this wedge shape originated in an infectious process (infectious spondyl- 
itis) due to severe appendicitis and peritonitis (1910). The twelfth thoracic vertebra and the adjacent inter- 
vertebral disks are the places of preference for development of infectious processes of this kind. Pathologic- 
anatomic as well as roentgen-ray examinations have made it clear that certain features of roentgenograms sug- 
gesting an infectious process are no longer recognizable when the process has fully developed. The wedge shape, 
therefore, renders the differential diagnosis very difficult where infectious processes or fractures have to be taken 
into account and where, moreover, osteoporosis is also present. The administration of sulphate of soda over 
years is in itself sufficient to produce osteoporosis with decalcification of the bones. 


a special diet, but was in the habit of eating that usually, although not invariably, the pain 
everything. Too much whiskey or beer affected became worse when in a recumbent position. 
his back but not his stomach. He also observed It became less on walking. He was able to walk 
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for any length of time only if he wore a belt 
with back support, which he had done for the 
past ten years. 

A thorough examination revealed the fol- 
lowing findings: The lungs, the heart, the 
liver, the kidneys and the blood were abso- 
lutely normal; roentgenograms showed that 
the intestinal tract and the bile ducts were 
also normal. The physiologic lumbar lordosis 
was flattened. The upper part of the lumbar 
spine remained stiff on moving. Forward and 
backward flexion of the spine was executed 
very cautiously and was possible only to a 
limited extent. Turning the spinal column 
caused pain, as did all movements of its cer- 
vical portion. 

Pain was most severe and definite in the 
region of the first lumbar and eleventh and 
twelfth thoracic vertebrae. This area showed, 
moreover, tenderness on pressure, though no 
pain on jolting. There was a hyperesthetic zone 
over the spinous processes of the eleventh and 
twelfth thoracic and the first lumbar verte- 
brae, declining in intensity toward the edges. 
The long museles of the back were tender to 
the touch and taut on both sides, particularly 
in the area of the lower thoracic and upper 
lumbar spine. No myogelotic foci were pal- 
pable. 

In the following discussion roentgenograms 
taken between January 10 and 17, 1941, are 
dealt with. Others, previously taken, and pro- 
duced by the patient, proved to be of no use. 
The appearance of the vertebral column in 
these suggested: (1) wedge shape of the 
twelfth thoracic vertebra; (2) osteoporosis of 
the spinal column; (3) spondylosis deformans 
of the thoracic and lumbar spine; (4) arth- 
rosis deformans of the thoracic portion and 
the first lumbar vertebra; (5) backward dis- 
placement of the first lumbar and eleventh 
and twelfth thoracic vertebrae. 


ETIOLOGY 


Far too much prominence has been 
given by various authors to spondylosis 
deformans as the origin of the im- 
paired function and pain. The arthrosis 
deformans of the small intervertebral 
joints and the backward vertebral 
displacement are therefore likely to 
be overlooked. Spondylosis deformans 
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develops from the places where the 
anterior longitudinal ligament which 
connects the anterior surfaces of the 
vertebral bodies is attached to the bone, 
and it appears as a consequence of a 
lesion of the intervertebral disks. 

The affection of the small interverte- 
bral joints is also of significance. The 
arthrosis deformans process found in 
these joints must be strictly differen- 
tiated from spondylosis deformans. The 
development of arthrosis deformans of 
the vertebral joints is enhanced by un- 
favorable static conditions. Mechanical 
factors are active in its production, and 
it is found to appear in joints upon 
which a particular mechanical strain is 
imposed. 

Arthrosis alone is prone to cause pain 
and to disturb the motility of the spinal 
column. Arthrotic osteophytes may 
sometimes protrude to a considerable 
extent into the intervertebral foramina, 
in which the spinal ganglia, and the 
motor and sensory nerve roots are im- 
bedded. This may produce symptoms 
of pressure or irritation of the nerves 
or chronic congestion of the blood ves- 
sels, which, in turn, has an unfavorable 
influence on the nerves. No such ar- 
throtic exostoses could be diagnosed in 
our case.. 

The most important feature of this 
case was the backward displacement of 
the eleventh and twelfth thoracic and 
particularly the first lumbar vertebrae. 
This condition may have been produced 
by a primary affection of the interver- 
tebral disks between the eleventh and 
twelfth thoracic and the twelfth thoracic 
and the first lumbar and the first and 
second lumbar vertebrae. In our case 
the intervertebral disks may have been 
involved during the appendicitis with 
its subsequent peritonitis. Superim- 
posed on this was a traumatic lesion of 
the intervertebral disks (strain 1912, 
accident 1929), already in a state of de- 
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generation. In this case the trauma was 
only a secondary factor. 

This vertebral displacement is par- 
ticularly frequent in that part of the 
spinal column where the thoracic por- 
tion merges into the lumbar. Schmorl 
and Junghanns’ as well as Guentz' found 
dorsoventral fissures and tears in the 
intervertebral disks of this region 
interfering with the elasticity of this 
structure. Only tears (running in a 
dorsoventral direction) which have a 
considerable length are of significance 
in this connection, not those frequently 
occurring fissures which are confined to 
the immediate environment of the ver- 
tebral epiphyses, running in cranio- 
caudal direction and protruding to a 
certain extent into the structure of the 
annulus. Intervertebral disks which 
show these dorsoventral tears are par- 
ticularly mobile. The nucleus pulposus 
of such intervertebral disks, situated in 
the center of this structure, no longer 
provides a connecting link. Its turgor 


‘is not able to maintain the tension in the 


disk. It is only in the neighborhood of 
the vertebral arches that a tight con- 
nection between the individual verte- 
brae is provided by the arch ligaments. 
The tough ligamenta flava draw the up- 
per processus articulares downward. 
This, however, is only possible if the 
vertebra can at the same time be shifted 
posteriorly. If, owing to a torn inter- 
vertebral disk, the anterior countersup- 
port is eliminated (Guentz'), the upper 
vertebra can be drawn backward. Guentz 
described a number of cases in which 
this backward displacement was very 
slight or entirely absent; in which, more- 
over, secondary changes of the vertebral 
bodies were not diagnosed and in which 
no recognizable changes of the inter- 
vertebral space had taken place, al- 
though the intervertebral disk already 
had .dorsoventral fissures and was ab- 
normally mobile. In cases of this type 


the portion of the spinal column situated 
immediately above the pathologic area 
is carried abnormally straight, a fact 
which is diagnostically of great help. 
This symptom is frequently encountered 
in individuals under forty, while back- 
ward displacement of vertebrae is more 
common in older individuals. 


AGE FACTOR 


No explanation has so far been offered 
for the singular fact that it is only in 
individuals over forty that backward 
displacement takes place. In the follow- 
ing an attempt is made to give a satis- 
factory explanation: All movements of 
the spinal column are active in pressing 
the loosened anterior portion of the in- 
tervertebral disk forward, this occur- 
rence stimulating the proliferation of 
hone tissue at the places where the an- 
terior longitudinal ligament is attached 
to the vertebral bodies. The posterior 
longitudinal ligament is narrower than 
the anterior one. In contradistinction to 
the anterior ligament, the bulk of the 
posterior is attached to the posterior 
edges of the intervertebral disks, only 
some single fibers running to the pos- 
terior surfaces of the vertebral bodies. 
This makes it impossible, anatomically, 
for exostotic formations to be produced 
in the posterior part of the vertebral 
bodies, although degenerative changes 
of the intervertebral disks may be found 
there. Between the strands of the pos- 
terior longitudinal ligament and _ the 
posterior surface of the vertebral bodies 
there is the venous plexus, into which 
the vertebral veins are admitted. Later- 
ally, the posterior longitudinal ligament 
merges into a membrane, covering the 
longitudinal veins of the vertebral canal, 
which are found on the posterior sur- 
face of the vertebral bodies, separating 
them from the dura mater. If the veins 
are well filled with blood, this membrane 
bulges toward the dura mater and the 
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spinal cord. According to Schmorl and 
Junghanns,° the anterior and posterior 
ligaments counteract each other when 
backward or forward flexion of the spine 
takes place. The posterior longitudinal 
ligament has, moreover, the purpose of 
protecting the spinal cord against the 
pressure of the venous plexus. 
Experiments carried out by Victor 
Hoffmann? seem to me of particular im- 
portance in this connection. The pro- 
cedure was to burden several isolated 
vertebral bodies of the thoracic and 
lumbar portion. A certain weight invari- 
ably effected tearing of the lowest inter- 
vertebral disk. It was the posterior 
longitudinal ligament which was first 
ruptured, irrespective of whether there 
were one or four intervertebral disks 
left in the lower part of the spinal col- 
umn. This is, therefore, the point upon 
which the greatest strain is imposed. 
Consequently, should one of the inter- 
vertebral disks of this transition zone 
become subject to degeneration, the or- 
ganism is able—for some time at least— 
to make up for the unusual strain im- 
posed on the points where the posterior 
longitudinal ligament is attached to the 
degenerated, worn-out and yielding in- 
tervertebral disk, by changing its pos- 
ture, which gives the impression of a 
straight posture. It is also shown by the 
taut musculature that the organism tries 
to counteract the loosening of the liga- 
mental structure by heightened muscu- 
lar activity. The older these patients 
grow, the less they are able to provide 
a compensation for the strain imposed 
on the pathologically changed interver- 
tebral disks. It is usually some trivial 
occurrence that is blamed as the cause 
of their disease, but even without such 
an occasion the posterior longitudinal 
ligament would eventually succumb to 
the exertion put upon the points of 
greatest strain. Then, while the verte- 
bral bodies approach each other, owing 





to the slightly oblique position of the 
intervertebral joints (their axis slanting 
slightly backward), the upper vertebral 
body must necessarily be drawn back- 
ward. 

In eases in which dorsoventral tears 
of the intervertebral disks are present, 
we therefore have to differentiate be- 
tween: 

1. Those in which no vertebral dis- 
placement takes place, but in which there 
is more or less pronounced pain in the 
back, sometimes present for years, also 
abnormally straight posture of certain 
portions of the vertebral column. 

2. Cases in which vertebrae have 
been displaced posteriorly. In cases of 
this type, frequently although not in- 
variably, sclerosis is found in the up- 
per and lower surfaces of the vertebral 
bodies; or there may be osteochondrosis 
or the syndrome present in our case, 
with its history of attacks of pain in the 
back radiating into the abdomen, recur- 
ring over a number of years. 

By the backward vertebral displace- 
ment the intervertebral foramina are 
narrowed down in a ventrodorsal direc- 
tion. The spinal cord with its nerves re- 
tains its normal position with reference 
to the upper vertebrae, which have been 
shifted backward, while the superior 
processus articulares of the lower ver- 
tebrae project into the foramina inter- 
vertebralia, so that the posterior roots 
are in a much more unfavorable posi- 
tion than the anterior motor roots, which 
are not at all involved. This may be 
aggravated by the development of ar- 
throsis deformans in the small interver- 
tebral joints. 

The case history given above is very 
instructive, providing evidence of the 
high degree of probability that a mis- 
taken diagnosis will be made in cases of 
this type. In our patient this led to the 
removal of his gallbladder and to the 
daily administration of sodium sulphate 
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over a period of several years, this in its 
turn provoking decalcification of the 
osseous system. 


THERAPY 


The treatment of backward vertebral 
displacement is the same as that recom- 
mended in arthrosis deformans. The 
patient should be advised to avoid any 
unusual strain of the spinal column. 
Easy occupation may keep the patient 
fit to work for years, while heavy work 
would incapacitate him for long periods. 
Hot fomentations have proved useful, as 
have antiphlogistic treatment and skill- 
ful massage of the long muscles of the 
back. We think it of prime importance 
that the patient wear a well-fitting belt 
with back support for the lower part of 
the spinal column, the only means of 
relief from pain. 


SUMMARY 


A ease history of the backward dis- 
placement of thoracic and lumbar ver- 
tebrae is given. The exciting cause of 
backward displacement is seen in dorso- 
ventral tears and fissures of the inter- 
vertebral disk situated below the shifted 
vertebrae, which causes loosening of the 
structure of the disk. Attention is di- 
rected to the prominent part played by 
the posterior longitudinal ligament, the 
participation of which has not been 
given much consideration up to the 
present. It is not until this ligament 
yields to pressure that a vertebrae can 


be drawn backwards. 

Therapeutic measures are the same as 
those recommended in the treatment of 
arthrosis deformans. 
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RESUME 


Déplacement postérieur des vertébres 
thoraciques et lombaires 

L’histoire d’un cas de déplacement 
postérieur des vertébres thoraciques et 
lombaires est décrite. Comme cause 
excitante le déplacement postérieur 
déchirures et fissures dorsoventrales du 
disque intervertébral placé audessous de 
la vertébre déplacée son considerées ; ca 
cause relachement de la structure du 
disque. Particuliére attention est placée 
sur la part prominente jouée par le liga- 
ment longitudinal postérieur, dont la 
participation n’a pas été prise beaucoup 
en considération jusqu’a maintenant. 
Seulement lorsque ce ligament céde A la 
pression, la vertébre peut étre déplacée 
postérieurement. 

Les mesures thérapeutiques sont les 
mémes de celles recommandées dans 
Vartrose déformante. 


SUMARIO 


La luxacion posterior de las vértebras 
toracicas y lumbares 

Se relata una historia clinica de la 
luxacién posterior de las vértebras tora- 
cicas y lumbares. La causa determinante 
de la luxacién posterior se presenta en 
las desgarraduras dorsoventrales y en 
las fisuras del disco intervertebral situ- 
ado debajo de la vértebra desviada que 
causa el aflojamiento de la estructura 
del disco. Se hace incapié en el papel 
importante que juega el ligamento pos- 
terior longitudinal, cuya participacién 
hasta la fecha no se le ha dado mucha 
importancia. No se puede luxar la vér- 
tebra sino hasta que el ligamento cede a 
la presion. Las medidas terapéuticas son 
las mismas que se recomiendan en la 
artrosis deformante. 
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Congenital Absence of Vagina: Choice of 
Operative Procedure 


ELISABETH ESSER, M.D. 
MONACO 


ONGENITAL absence of vagina 
generally coexists with more or 


less complete uterine aplasia. 
Therefore it is only in exceptional cases, 
in which the uterus is normally devel- 
oped, that the creation of a new vagina 
will make conception and delivery pos- 
sible.* 

In general, one can hope only to give 
the woman an organ which will allow 
normal sexual intercourse, which, never- 
theless, may present important moral 
consequences that are not to be over- 
looked. 

We will try in this article to make a 
choice between the different procedures 
used until now, comparing them from 
the point of view of: (1) their danger; 
(2) their functional results; (3) their 
technical complexity. 

The technic of creating a large hollow 
between the rectum and the urethra and 
bladder, is the same in the different 
methods. Covering the inner surface of 
the cavity by epithelium will make pos- 
sible establishment of: (1) transplanta- 
tion of the small intestine; (2) trans- 
plantation of the rectum; (3) pedicled 
flaps; (4) free skin grafts. 

The Baldwin procedure consists of 
transplantation of a segment of small 





*Cases of Dolbeau, 1874, Fletcher, Wagner. 


intestine that continues to obtain its 
nourishment through a mesenteric ped- 
icle. After creating a hollow between 
the rectum and bladder from the peri- 
toneum, Baldwin performs a median 
laparotomy; he then selects a segment 
of the small intestine, situated at least 
12 inches from the cecum, 8 inches in 
length, with enough mesentery to let it 
down to the vulva without traction. 
Both ends of the chosen segment are sec- 
tioned and an anastomosis made in front 
of the mesentery, in order to reestab- 
lish the continuity of the ileum. Both 
ends of the excluded segment of intes- 
tine are then closed. The peritoneum is 
opened and with a large foreeps in- 
serted through the peritoneal wound, 
the segment is grasped at the union of 
the middle and the lower third, and 
drawn into the vulva. The peritoneum 
is sutured around the mesenteric pedicle. 
Finally the intestine is opened at the 
peritoneum and the edges of the aper- 
ture are sutured to the edges of the 
wound of the vulva. 

This operation requires a long time, 
and is often attended by shock. If the 
intestine cannot be extended down into 
the vulva, it will be impossible to con- 
tinue the operation. Later on, peritonitis 
may occur when sutures are freed or 
sloughing appears on the intestine. An 
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intestinal occlusion by strangulation is 
always possible. 

The walls of the new vagina are gen- 
erally supple and wet, and the func- 
tional result is not always perfect. In- 
testinal colic, hypersecretion or a scar 
making the introitus too narrow and re- 
quiring later corrections may be neces- 
sary. 

Due to an average mortality of 25 
per cent we do not advise the use of the 
Baldwin method. 

Transplantation of the rectum, first 
described by Sneguireff (1892), has been 
greatly modified by Schubert, who made 
an extensive study and wide application 
of the method. The usual space between 
the bladder and the rectum is created 
first, then dissecting the anal mucosa 
inside the sphincter, the edge of the mu- 
cosa is pulled into the new introitus 
vaginae and sutured to the edges of the 
wound of the vulva. Next, a parasacral 
incision is made and after ablation of 
the coecyx the upper part of the rectum 
is dissected, passing inside the fibrosa. 
The rectum is drawn out from the sacral 
wound and cut through about four 
inches from the vulva. The upper ex- 
tremity of the new vagina is sutured 
and fixed at the superior sacrosciatic 
ligament. The end of the rectum is 
pulled down through the sphincter and 
sutured at the edge of the skin around 
the anus. Gauze drainage is inserted into 
the sacral wound. 

This operation is long and delicate 
and each detail must be scrupulously 
observed. Those desiring to try this op- 
eration should follow exactly the technic 
described by Schubert. Care must be 
taken during the operation not to wound 
bladder, rectum, ureters or peritoneum. 
Continuous suppurations, stercoral fis- 
tulae and prolonged anal incontinence 
frequently occur. The mortality, how- 
ever, seems slight, one patient died in 
32 patients operated on by Schubert. 


Those who have used this method have 
found excellent functional results. We 
think, therefore, that this procedure 
should not be entirely discarded, but 
reserved for surgeons who have long ex- 
perience in surgery of the rectum 
through the sacral region. 

PEDICLED FLAPS 

Plastic operations using pedicled flaps 
are of two kinds: those using flaps from 
the vulva and those taking large flaps 
from the thighs. 

The first is the method of Pozzi, which, 
using small and large lips, gives a vagina 
that is too short. 

The second type of operation has 
been much used in America. Grad ad- 
vises use of a large flap on the thigh, 
with its pedicle near the future introitus 
vaginae, turned back into the hollow 
created between bladder and rectum. As 
the required flap is of very large dimen- 
sions (7 x 5 in.), transplantation is de- 
layed (four times in the method de- 
scribed by Grad), in order to avoid its 
necrosis. 

Frank and Geist make a large tubal 
flap of the thigh, obtained by two paral- 
lel incisions of 8 in., 3 in. apart, and su- 
tured by its edges to form a tube. The 
transplantation requires a four-stage 
operation. 

These different methods all require 
several operations, which is inconvenient 
for the patient as they require treatment 
lasting for months. Moreover, because 
of the character of the transplanted skin 
which is white and thick, very different 
from the mucosa, and because of the 
sclerous retraction of the new vagina 
and the risk of necrosis of the flaps and 
because of the size of the sear on the 
thigh, we do not consider this method 
ideal in creating a new vagina, however 
harmless it may be. 


FREE GRAFTS 
We merely mention the procedures of 
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using amniotic membranes (Brindeau), 
vernix caseosa (Kleitsman), heteroplas- 
tic grafts, ete., which have been used in- 
frequently with partial success, but were 
not reported long enough after opera- 
tion. 

Study of a sufficient number of opera- 
tions making use of Thiersch grafts, 
however, convinces us that this proce- 
dure is perfectly harmless and gives 
good results. It is a one-stage opera- 
tion, there is no operative shock, the 
grafting is nearly always successful, 
even if at first sight the graft does not 
seem to have taken on the whole surface. 
The vagina obtained by this method has 
supple walls, better than in other meth- 
ods using skin. 

The method was first described by 
Robert Abbe in 1892. It is an applica- 
tion of the epithelial inlay extensively 
used and minutely described by J. F. S. 
Esser.?*.3 

An incision, either transverse, T- 
shaped or circular, is made on the vulva, 
at the same distance from the external 
orifice of the urethra and anus. Start- 
ing from this aperture, an incision is 
made between urethra and bladder on 
one side, and the rectum on the other. 
First passing through loose tissues, then 
between the adductori ani the incision 
is continued into the peritoneum. He- 
mostasis is generally done by stents, 
which are retained during the time of 
preparation of the graft. : 

Before starting the operation, a mold 
for the graft is prepared. Stent’s dental 
compound is preferable to sponge or 
other materials. The mold has the gen- 
eral shape of a cylinder, slightly flat- 
tened, 6 in. long, 2 in. wide, 154 in. thick. 
These measures may change with the 
size of the patient, but one must remem- 
ber that the artificial vagina must be 
made larger than the final result desired, 
as some shrinking always occurs. 

A dermo-epidermie graft is taken with 


a Thiersch knife from the anterior sur- 
face of the thigh, as large as possible, 
approximately 12 in. long and 31% in. 
wide, and delicately applied on the mold, 
with its raw surface outside. If neces- 
sary, several smaller grafts may be 
placed on the mold, overlapped like tiles 
on a roof. 

The mold covered by the grafts is 
varefully introduced into the hollow 
which has been previously created be- 
tween bladder and rectum, fixed there 
by stitching the edges of the vulvular 
orifice together. Light dressing is ap- 
plied, and a catheter inserted in the 
urethra. 

On the tenth day the mold is removed 
and the cavity washed with tepid serum. 
The stent mold or a dilatator is put 
back and taken out every two days for 
irrigation of the cavity with tepid serum. 

The epithelization is generally com- 
pleted about the twentieth day, but we 
advise continuance of the dilatation of 
the new vagina and the wearing of a 
prosthesis by night for some time.* 

This operation of extraordinary sim- 
plicity and entire harmlessness (local 
anesthesia may be used) gives satisfac- 
tory results. If abundant and odorous 
secretion should appear shortly after the 
operation, there is no reason for alarm 
or removal of the mold. 

The graft may taken on the whole sur- 
face, or on the tenth day there may be 
white islands of epithelium on a red sur- 
face where the grafts do not adhere. The. 
epithelization, however, will start at the 
edges of these islands and unite, giving 
an entirely epithelialized cavity after 
some time. 
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* The perineal wound, the site of the new vagina, 
must fit snugly to the mold, so that no bleeding or 
secretion accumulates between the flap and wound. 
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SOMARIO 
En este articulo el autor evalua los 


diferentes procedimientos quirtrgicos 
para crear una vajina artificial en casos 
de ausencia congenita de este 6rgano, y 
describe en detalle el método de Esser. 


SOMMAIRE 
L’auteur évalue les différents pro- 


cédes qui ont été employés pour la 
création d’un vagin artificiel dans les 
cas d’absence congenitale du vagin et il 
décrit le procédé dont il se sert el qu’il 
recommande. 
BuBogH 

ABTOp ONHCHBaeT pa3sHbA Olepalun AA 
oOpa30BaHHsA uCcCKYCTBEHHOLO Blaralinita 
B CUY4aAXx KOHTC€HUTAALBHOFO OTCYTCTBHA 
ero UM ONNCHBACT CTO-KE METOAY. 
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Editorial 


Max Neuberger, Master Medical Historian, 
Celebrates 75th Anniversary 


AX Neuberger, M.D., Ph.D., Dean 

of Medical History, will be 75 

years old on December 8, 1943. 
He was formerly professor of the His- 
tory of Medicine at the University of 
Vienna. Since 1939 he has been associ- 
ated with the Wellcome Historical Med- 
ical Museum in London, England. 

He has contributed to his specialty as 
a teacher, author of medical history, 
and founder of the Institute for Medical 
History and Museum at the University 
of Vienna. 

His most important work is the /is- 
tory of Medicine (1906-1910), which is 
remarkable for its originality, philo- 
sophie basis, depth of thought and fac- 
tual accuracy. This work, considered a 
classic, is a standard text, to which his- 
torians and authors the world over have 
made numerous references. 

The Handbuch zur Geschichte der 
Medizin is another important contribu- 
tion, made in conjunction with Pagel. 
It is the largest and most complete sys- 
tem of the history of medicine published. 
Also deserving of mention are: ‘‘The 
History of Antitoxic Therapy”’ (1901) ; Prof. Max Neuberger. 
‘‘Theories on the Mechanism of Specific 





500 




















EDITORIAL 501 


Nutrition’’ (1900); ‘‘Medicine in Fla- 
vius Josephus’? (1919) and ‘‘The Heal- 
ing Power of Nature’’ (1926). 

In addition, Prof. Neuberger has en- 
riched practically every phase of the 
history of medicine from ancient to 
modern times, investigating and evalu- 
ating the history of various specialties 
or diseases of various organs, scruti- 
nizing the history of the numerous phases 
of the medical activities and medical 
teaching, as well as the relation of vari- 
ous countries and outstanding men to 
the Vienna School of Medicine. 

Aside from being a great historian, 
Neuberger was an excellent teacher. He 
attracted pupils from all over the world, 
and he was held in highest esteem by 
medico-historians in every country. 
Honors were accorded him from many 
scientific societies, in the form of hon- 
orary or corresponding membership. 
The Austrian Republic finally recognized 
his merits and his contribution to the 
University of Austria and bestowed up- 
on him the highest order of the Repub- 
lic. Through his Swedenborg researches 
in earlier years, he was highly acclaimed 
in the Seandinavian countries. But as 
the so-called ideological change of Ger- 
many began to take root in Austria, he 
was pensioned before he reached the age 
limit, and was retained by the govern- 
ment as curator (!) of the museum and 
library which he had created with his 
own books and collections and built up 
to an enviable height. 

There were several periods in his life 
when he seemed to have lost courage 
and confidence in the future. Garrison 
saw him in the post-war period follow- 
ing the first World War; at that time 
Neuberger’s spirits were at a low ebb 
as far as his professional enthusiasm 
was concerned. He was pauperized by 
the general economic conditions and was 
treated shabbily by many colleagues, 
partly due to negligence, partly due to 


jealousy. When the first International 
Congress of the History of Medicine was 
held, the beginnings of Arian chauvin- 
ism were noticeable. 

Another heavy blow — perhaps the 
heaviest—was the sudden loss of his 
beloved wife, which undermined his 
scientific enthusiasm as well as_ his 
health. But he pulled himself out of 
this depression and continued his work. 

In September, 1935, he attended the 
tenth International Congress of Medical 
History in Madrid as delegate of the 
University of Vienna and the medical 
faculty. In Spain he received the de- 
gree Honoris causa at the University of 
Aleala, and in 1939 he was elected an 
honorary member of the Royal Society 
of Medicine of England. 

Neuberger is now acclaimed Dean of 
Medical History by medico-historians 
the world over — except the Nazi-con- 
trolled group—and even they admired 
him when they were allowed to give 
honor where honor was due. 

Garrison referred to Neuberger’s 
History of Medicine as ‘‘superlative’’ 
and ‘‘unquestionably the best modern 
work.’’ Garrison continues: ‘‘As an 
historian Neuberger is eloquent, pro- 
found, absolutely sincere, and a good 
stylist. Asa scholar he is richer, deeper, 
and more serious than Baas... Yet he 
has no saving salt of humor and often 
exhibits the Germanic tendency to 
rhapsodize...’’ 

In 1928 the medico-historians from all 
over the world honored him on his 60th 
birthday with a Festchrift, a volume 
containing fifty medico-historical econ- 
tributions. The motto, ‘‘Vir integer 
sclerisque purus,’’ brings out Neu- 
berger’s most outstanding qualities, his 
sincerity, which was one of the main 
impressions he made on Garrison, and 
his scientific honesty. EK. Berghoff, Neu- 
berger’s old friend and chairman of the 
committee honoring Neuberger, begins 
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the introduction to this volume with: 
‘‘To celebrate Neuberger means to greet 
gratefully a rare person and a great 
work ...,’’ and further on, ‘‘The con- 
necting of the history of medicine with 
general cultural history and the genetic 
representation of medical problems will 
always be tied up with the personality 
of Neuberger.’’ For this same celebra- 
tion the Neuberger medal was struck, a 
photograph of which is used as frontis- 
piece of the Festschrift. 

Another volume honoring him is 
‘‘Kissays in the History of Medicine,’’ 
translated by various men, edited and 
prefaced by Fielding H. Garrison 
(1930). It contains many of Neuberger’s 
important articles. 

A celebration was planned again in 
1938 for his 70th birthday, which came 


to naught due to the political changes 
in Kurope. 

As a teacher Neuberger was beloved 
by his pupils, associates and friends. 
His devotion to the subject inspired them 
and aroused them to interest in research. 
His pupils are now teachers of medical 
history in many countries. 

Neuberger, dean of contemporary 
medico-historians, ideal teacher, investi- 
gator and author, whose works have 
been translated into several languages, 
and have enriched medical literature, 
is not Vienna’s teacher, but the world’s. 
Justly the medical profession the world 
over is now celebrating the seventy- 
fifth birthday of Neuberger, the master 
medical historian.. 


S. R. Kagan, M.D. 
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ARGENTINA 


DR. ALEJANDRO CEBALLOS 


R. Alejandro Ceballos was recent- 
D ly elected Vice-president at the 
Fourth International Assembly 
of the International College of Surgeons. 
This distinguished surgeon graduated 
with a diploma of honor from the Fac- 
ulty of Medical Sciences of Buenos 
Aires in 1910. In 1924 he received the 
decoration of Knighthood in the Civil 
Order of Alfonso XII during the Span- 
ish-American Medical Congress meet- 
ing in Seville, Spain. In 1934 he was 
honored for the excellent book whicli he 
published on Hemorrhagic Thrombocy- 
topenic Purpura in collaboration with 
Dr. Hermann Taubenschlag, and in 1936 
he received honorable mention for his 
book on Chronic Pulmonary Suppura- 
tions. 

Dr. Ceballos is an honorary member 
of the Brazilian College of Surgeons, a 
corresponding member of the Royal Na- 
tional Academy of Medicine of Madrid, 
a member of the American College of 
Surgeons, a corresponding member of 
the National Academy of Medicine of 
Pio de Janeiro, of the Surgical Society 
of Montevideo, of the Medical and Sur- 
gical Society of Rio de Janeiro and a 
corresponding fellow of the Medical and 
Surgical Society of Sao Paulo, as well as 
being a member of the Surgical Society 
of Buenos Aires. 

Dr. Ceballos has been a delegate from 
Buenos Aires to various national and 
international surgical gatherings. He 
has been president of the Surgical So- 
ciety of Buenos Aires, and in 1936 pre- 
sided over the EKighth Argentinian Con- 
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Alejandro Ceballos, M.D., F.A.C.S., F.I.C.8., Vice- 
president International College of Surgeons. 
gress of Surgery. In 1938 Dr. Ceballos 
was president of the local Committee 
of Organization of Buenos Aires for the 
Sixth National Medical Congress held 
in Cordoba. 

Professorships held by Dr. Ceballos 
include the following medical institu- 
tions: Faculty of Medical Sciences of 
Buenos Aires; Medical School of La 
Plata; Institute of Legal Medicine of 
Buenos Aires. 

We welcome this distinguished sur- 
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geon into the official family of the In- 
ternational College of Surgeons. His 
enthusiasm and keen desire for the ad- 


vancement of surgery augurs well for 
the accomplishment of our ideals and 
chapter activities. 


MEXICO 


2 
DR. VICTOR FERNANDEZ MANERO, CHIEF OF THE DEPARTMENT OF HEALTH OF 
THE UNITED STATES OF MEXICO RECEIVES THE DISTINCTION OF FELLOW 
(HONORIS CAUSA) OF THE INTERNATIONAL COLLEGE OF SURGEONS 


HE International Board of Trus- 

tees of the International College 
of Surgeons has conferred the de- 
gree of Fellow (Honoris Causa) on Dr. 
Victor Fernandez Manero, Chief of the 
Department of Public Health of the 
United States of Mexico in recognition 
of his outstanding contributions to 
science and his devoted participation 


in organizing the Third International 
Assembly of the International College 
of Surgeons, which was held in Mexico 
City at the invitation of the Mexican 
government. The ceremony took place 
in Mexico City on last February 27 in 
the office of the Chief of the Department 
of Public Health in the presence of a 
number of distinguished colleagues. 





Presentation of the diploma and insignia of Fellow (Honoris Causa) to Dr. Victor Fernindez Manero, Chief 
of the Department of Public Health of Mexico. Vice-president Manuel Manzanilla is reading the citation. 








Di 
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Vice-president Manuel A. Manzanilla 
conferred the insignia and diploma on 
Dr. Manero after reading the following 
citation : 

Dr. Victor Fernandez Manero: 

On this occasion, while unleashed furies 
rage against the peace and happiness of peo- 
ples, so that ruin threatens the significant 
Utopia of Lawrence, that this century would 
be that of the humanization of man, we come 
to you as a representative group of friends, 
embellished by the beloved presence of teach- 
ers, chosen because of their wisdom and virtue. 
I am here, for my part, presiding over such 
a learned company only by merit of duty, 
which affords me again the privilege of at- 
testing a deep regard for justice. 

You, then, accepting the generous recom- 
mendation of the President of the Republic, 
added your resolution and enthusiasm to the 
illustrious work of the Chief of State and 
with steadfastness and energy you have ob- 
tained fine results from consistent efforts and 
singleness of purpose. Thus, one could cite as 
outstanding among your numerous activities 
as Chief of the Department of Public Health 
that which marks with the insignia of the spe- 
cial cross a historical milepost for our country, 
the campaign against tuberculosis. Centuries 
after Guido de Montpellier carried from Pro- 
vencal, the land of knights and poets, the 
precious symbol toward Rome to ennoble the 
shield of the venerable Hospital of the Holy 
Ghost, you have crowned a great work with 
this same cross, which under the clear sky of 
Mexico is an augury and promise of resur- 
rection and good will. 

And thus you have continued, tracing lofty 
paths in all the aspects of sanitary service 
as a light which shines in the darkness; the 
battle against treacherous cancer, the dreadful 
onecoeercosis, devastating malaria, childhood 
secourges, ete. You have led an obstinate fight 
in all ranks, by all means, to convert a ten- 
acious past of grief and sadness into a better 
life, modifying wornout structures of eco- 
nomie and social organization and redeeming 


or 


for the Fatherland an abundance of lost 
health, which is force and might in the destiny 
of peoples. 

One day, again, accepting the generous 
recommendation of the President of the Re- 
public, you added your zeal to the presidential 
task of watching over the culture of Mexico, 
the first in time in America, and no scanty 
effort and labor, in the first attempt to gather 
in the capital of the country the Third 
Assembly of the International College of Sur- 
veons at the invitation of the Mexican Govern- 
ment. This was a transcendent event in the 
history of the Nation, a reminder of our tra- 
dition of former greatness, and you were 
responsible in part for its unprecedented suc- 
CeSS. 

In view of the aforementioned facts, the 
International College of Surgeons, by the 
unanimous agreement of its International 
Executive Council, has voted you a Fellow 
Honoris Causa, a sincere recognition and 
cordial distinction which, in my capacity as 
International Vice-president of the College, 
I have the honor to communicate to vou at 
the same time as I enjoy the satisfaction of 
placing on your breast the insignia of this 
distinguished organization and handing you 
the corresponding diploma. Weleome, Dr. Fer- 
nandez Manero, to the body of the Interna- 
tional College of Surgeons. 


Dr.. Fernandez Manero, profoundly 
moved, gave thanks for the distinction 
just conferred upon him, stating that he 
values it the highest honor of his life. 

The award .given, Dr. Fernandez 
Manero informed those present that the 
President of the Republic had appointed 
a Mexican delegation to the Fourth In- 
ternational Assembly of the Interna- 
tional College of Surgeons, which met 
in June just past. Dr. Victor Fernandez 
Manero originally was chosen president 
of the delegation, but because of the 
pressing duties of the Department of 
Public Health, he could not be present 
at the Assembly in New York, the Mexi- 
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ean Delegation then being presided over 
by Dr. Manuel A. Manzanilla. 

Later on, the colleagues present at the 
ceremony visited the Clinic for the em- 
ployees of the Department of Public 


Health, built at the initiative of Dr. 
Fernandez Manero, and finally enter- 
tained at a luncheon for the Chief of 
the Department of Public Health of the 
United States of Mexico. 


DR. GONZALO CASTANEDA HONORED 


N the occasion of the fiftieth an- 
() niversary since his graduation in 

medicine Dr. Gonzalo Castaneda, 
F.1.C.S. (Hon.), President of the Mex- 
ican Chapter of the International Col- 
lege of Surgeons and National Regent, 
received the’ well-earned homage of 
his students, fellow-surgeons, and col- 
leagues. The Mexican Chapter of the 
International College of Surgeons ar- 
ranged for an extraordinary session on 
the 10th of July in the Salon de Actos of 
the Faculty of Medicine of the National 
University of Mexico. 

The invitations for this auspicious oc- 
casion were sent out by Dr. Dario Fer- 
nandez Fierro, F.I.C.S. (Hon.), Vice- 
president of the Mexican Chapter of the 
International College of Surgeons, and 
Dr. Francisco Fonseca Garcia, F.I.C.S. 


- 





Dr. Gonzalo Castaiieda receiving scroll commemo- 
rating the fiftieth anniversary of his graduation in 
medicine. Left to right: Drs. Samuel Ramirez Moreno, 
Dr. Gonzalo Castafieda, Gustavo Argil, Manuel A. 
Manzanilla. 





Dr. Samuel Ramfrez Moreno contemplating com- 
memorative scroll with Dr. Gonzalo Castaieda. 


(Hon.), National Secretary of this or- 
ganization. 

The function was solemn and inspir- 
ing. It was opened by an address by 
Dr. Gustavo Argil, F.LC.S. (Honoris 
Causa), Director of the Faculty of Med- 
icine of Mexico. Inspiring addresses by 
Drs. Victor Fernandez Manero, Chief 
of the Department of Health of the Mex- 
ican Republic, and Dr. Manuel Marquez 
R., Dean of the Faculty of Medicine of 
Madrid, followed. 











CHAPTER ACTIVITIES 507 


A commemorative scroll was _pre- 
sented to Dr. Castaneda, the beloved 


teacher and eminent surgeon. The affair 
was one of brilliant solemnity. 


PERU 


DR. FRANCISCO GRANA INTERVIEWED ABOUT FOURTH 
INTERNATIONAL ASSEMBLY 





Dr. Gonzalo Castaiieda reading discourse. On his 
right: Dr. Samuel Ramirez Moreno, Secretary General 
of the National University of Mexico, and Dr. Fer- 
nandez Fierro, Vice-president of the Mexican Chapter 
of the International College of Surgeons; on his left: 
Dr. Gustavo Argil, Director of the Faculty of Medi- 
cine of the University, and Dr. Manuel Manzanilla, 
International Vice-president of the International Col- 
lege of Surgeons. 


Lima, our First Vice-president and 
President of the Peruvian Chapter 
of the College, Prof. Dr. Francisco 
Grana, was interviewed by the press 
anent the activities of the Fourth Inter- 


Siena, oan se upon his return to 


national Assembly of the International 
College of Surgeons held in New York, 
June 14-16, 1943. He enthusiastically 
pointed out the eager and successful dis- 
semination of the latest achievements of 
war surgery, as well as the progress 
made by the International College of 
Surgeons as an international medium 
for exchange and diffusion of surgical 
accomplishments. He spoke glowingly 
of the excellent organizational facilities 
of the City of New York. 

Dr. Grafa delivered an address at the 
Workman’s Hospital, his subject being 
the Fourth International Assembly and 
the activities of the International Col- 
lege of Surgeons. He will also address 
the Peruvian Academy of Surgery, of 
which he is president. He was very 
laudatory of the impression the Assem- 
bly created on the Peruvian delegation. 
His sentiments were especially warm 
when he mentioned the enthusiasm of 
Dr. Cesar Héraud for the International 
College of Surgeons. 


BRAZIL 


INSTALLATION OF THE BRAZILIAN CHAPTER OF THE INTERNATIONAL 
COLLEGE OF SURGEONS IN RIO DE JANEIRO 


national College of Surgeons, with 
headquarters in Rio de Janeiro, 
was founded on April 21, 1942. How- 
ever,.its formal installation was _ post- 
poned until the arrival in Brazil of Dr. 
Fred Albee, International President of 


) \HE Brazilian Chapter of the Inter- 


the International College of Surgeons. 
The ceremonies of installation occurred 
on June 19, 1942 at 8:30 p.m. in the 
salons of the Municipal Council, kindly 
made available for this occasion by Dr. 
Jesuino de Albuquerque. 

The Brazilian Chapter will be com- 
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posed of Founder-Fellows present at the 
first official meeting, National Regents, 
Specialty Regents, State Regents, Fel- 
lows, Members and Associate Members. 
The National Regents constitute the or- 
ganizing and governing body of all the 
national activities, just as the State 
Regents will be the official representa- 
tives of the states. Its first list of officers 
follows: 
President: 
Dr. Osvaldo Pinheiro de Campos 
Vice-Presidents : 
Dr. Estelita Lins 


Dr. Jorge Morais Grey 
Dr. Dagmar Chaves 
Secretaries : 
Dr. Joio da Costa Monteiro 
Dr. Domingos Guilherme da Costa 


Treasurer : 
Dr. José Cortes 


The post of honorary president was 
also created and offered to the distin- 
guished Brazilian surgeon, Dr. Jorge 
Gouvéa, as a special distinction based on 
his outstanding merits and recognized 
competence. 


U.S.S.R. 


PROF. VLADIMIR V. LEBEDENKO VISITS CHICAGO 





Prof. Vladimir V. Lebedenko 


fessor of Surgery at the First 


Presse Vladimir V. Lebedenko, pro- 
Moscow Medical Institute, a repre- 


sentative of the Russian Red Cross 
and Red Crescent and member of the 
Board of Trustees of the International 
College of Surgeons, visited Chicago 
under the auspices of the Chicago 
Committee of Russian War Relief, 
Ine. On Friday, August 13, Prof. 
Lebedenko was met at the train by a 
reception committee consisting of a 
representative of the mayor’s office, 
Dr. Morris Fishbein of the American 
Medical Association, Mr. Joseph M. 
Cudahy, representing the American Red 
Cross, Dr. Benjamin F. Miller repre- 
senting the Chicago Committee of Rus- 
sian War Relief, Inc., and others. 

In the evening a dinner was tendered 
Prof. Lebedenko by the Chicago Council 
for American-Soviet Friendship and on 
Saturday, August 14, a luncheon was 
held at the office of the Chicago Commit- 
tee of Russian War Relief, and in the 
evening Prof. Lebedenko was a guest at 
Ravinia. 

On Monday, August 16, a visit was 
arranged to the headquarters of the 
American Red Cross, and on Tuesday, 
August 17, a visit to the University of 
Chicago and Billings Clinic. At noon a 





ed 
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Reception Committee of Chicago Fellows of the International College of Surgeons during the visit of Prof, 
Lebedenko to Chicago, Standing from left to right: Drs. Chester W. Trowbridge, Edmund G. Brust, Horace 
Turner, E. W. Fischmann, Michael Badzmierowski, Richard Lawler. Seated: Drs. Max Thorek, Karl Meyer, 
Prof, Vladimir V. Lebedenko, Dr. Alfred Strauss. 


12:30 luncheon was served to members 
of the medical profession at the Palmer 
House. Dr. Dallas B. Phemister, Chair- 
man of the Chicago Committee of Rus- 
sian War Relief, presided. At 4:00 p.m. 
Prof. Lebedenko visited Rush Medical 
Clinie and in the evening was a guest 
at dinner at Mt. Sinai Hospital. 

The Chicago Committee of Fellows of 
the International College of Surgeons 
consisted of: Drs. Chester W. Trow- 
bridge, Horace Turner, Edmund G. 
Brust, E. W. Fischmann, Michael 
Badzmierowski, Richard Lawler, Max 
Thorek, Karl Meyer, and Alfred Strauss. 

On Monday, August 16, a visit was 


arranged for Professor Lebedenko at. 


Cook County Hospital. He was shown 
the facilities of the great institution by 
Gen. Manus McCloskey, its superin- 
tendent, and Dr. Michael Koenig. 

In the evening a dinner was tendered 
Prof. Lebedenko in the French Room 
of the Blackstone Hotel. Dr. Thorek 
acted as toastmaster. 


Dr. Karl A. Meyer of the University 
of Illinois, Senior Regent for Illinois 
of the International College of Sur- 
geons, pointed out the great benefits to 
be derived from social and_ scientific 
intercourse between various nations. 
He spoke glowingly of the future of 
surgery and the wholesome relationships 
created by the International College of 
Surgeons with other scientific organiza- 
tions throughout the civilized world. 

Dr. Alfred Strauss, Chairman of the 
Board of Governors for Illinois of the 
International College of Surgeons, 
stated that comparatively little is known 
to us at present about the great con- 
tributions of Russia to the advance- 
ment of surgery, but after this blood 
bath and holocaust is over, an exchange 
of scientific thought and activities is 
bound to redound to the advantage of 
surgical endeavor of the entire world. 
Dr. Strauss referred to Dr. Meyer’s 
remarks that the United States and 
Russia have a great deal in common. 
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Together they comprise one-sixth of the 
world’s area. The outstanding feature 
of both countries is ‘‘intestinal forti- 
tude,’’ and in the present action the 
struggle between Germany and Russia 
may be compared to a great football 
game (Dr. Strauss is an ardent football 
enthusiast). He stated that the Germans 
made the. 5-yard line and were thrown 
back by the Russians with a score of 
80-0 in favor of the Russians. He then 
analyzed the world situation in a very 
entertaining and illuminating manner, 
and he stressed the mission of the In- 
ternational College of Surgeons in the 
post-war world. 

Addresses were made by other Illinois 
members of the College, followed by 
Prof. Lebedenko’s inspirational words 
as translated by Dr. George Halperin 
of the American Medical Association, 
which follow: 

“Tt is not the first time,’’ said Prof. Lebe- 
denko, ‘‘that I have been called upon to speak 
to American physicians in the name of the 
physicians of the Soviet Union. Each time 
I feel a natural nervousness, not because I 
am speaking before a new audience, that is 
understood, but because upon me rests a moral 
responsibility in bringing to the physicians 
of the United States the message of our col- 
leagues from the U.S.S.R. 

‘In every endeavor the difficult moment 
is that moment when one feels that one is 
uncertain. My happiness lies in the fact that 
I know whom I represent, that in speaking 
to you here in America, I am fulfilling the 
obligations entrusted to me by the physicians 
of my country. I am fulfilling their most 
urgent wish—to foster and to solidify the 
cultural bonds that unite our two great na- 
tions, the U.S.S.R. and the United States. 

‘*Here in your country I have found people 
who keenly realize the importance of this cul- 
tural bond. Through them I see that my work 
is not difficult, that they consider it their 
task as well as mine, and I am certain that a 
firm mutual understanding is not far away. 


‘‘Not long ago I received a letter from a 
group of physicians in the front lines. Briefly, 
they write as follows: ‘We are all working to 
destroy our hated enemy. We want to assure 
you that your work during these historic 
days of terrible battles will hasten that de- 
struction. We write from the front lines of 
those battles to ask you to tell our American 
colleagues that the hour of Hitler’s doom is 
near. Tell them that everything that is re- 
quired of us here in the Soviet Union, we will 
fulfil. We send you greetings. We hope you 
are well and that you have strength to fulfil 
your mission, that of fostering and nourishing 
our friendship with our great ally, the United 
States of America.’ 

“‘T bring you greetings from the Soviet 
physicians and tell you in their own words 
of their hopes and desires. I bring you greet- 
ings from friends, who send their greetings 
to friends. 

‘‘Permit me to thank you for your hos- 
pitality in their name, the name of the sur- 
geons of the Soviet Union, and to wish you 
all success in the path you have chosen, to 
create a bridge of cultural unity and under- 
standing between our two nations. I know 
that not only will you help to bring the sur- 
geons of our countries closer, but that you 
will succeed. I am happy to be able to say 
to you that in me you will always find a friend 
to aid in that work. I am happy because it 
is clear that a glorious future must replace 
the tragic present and that light will follow 
this darkness. If I have helped to bring that 
future one moment nearer, I shall have had 
the deepest moral satisfaction that it is given 
to me to experience as a man and as a physi- 
ician.”’ 

On Wednesday, August 18, Prof. 
Lebedenko was the guest of the Detroit 
Chapter of the American Red Cross. 
In the evening he was guest of honor at 
a meeting in the W.W.J. Auditorium at 
which the American-Soviet Medical So- 
ciety was launched. While in Detroit 
Prof. Lebedenko met with Warren B. 
Cooksey, head of the Michigan Blood 
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Bank, and representatives of other med- 
ical societies to further the new organi- 
zation for facilitating exchange of med- 


MAJOR BENVENUTO 


venuto R. Dino, surgeon to His 

Excellency President Manuel 
Quezon of the Philippines, upon the oc- 
casion of his becoming a Fellow of the 
International College of Surgeons. The 
dinner was sponsored by the Filipino 
Community Center of Chicago and the 
Fellows of the International College of 
Surgeons of the Illinois-Wisconsin re- 
gion. It was a brilliant affair. 

President Manuel L. Quezon sent the 
following message: 

‘“My warmest greetings to the International 
College of Surgeons and the Filipino Com- 
munity in Chicago. When you honor Dr. Dino 
by admitting him to your society tonight, you 
honor not only a Filipino doctor, but also his 
country. The medical profession in the Philip- 
pines has given to our nation some of her 
most distinguished citizens. Our national hero, 


A DINNER was tendered Dr. Ben- 


ical information between the United 
States and the U.S.S.R. 


R. DINO HONORED 


José Rizal, was a physician’ and surgeon. 
Through our medical scientists the Philip- 
pines have maintained close relations with all 
important scientific organizations of the world, 
and they have thus been instrumental in fos- 
tering friendship and cooperation between 
peoples of different races and creeds. It is, 
therefore, with profound gratification that I 
learned of Dr. Difo’s admission to your soci- 
ety. I see in this not only recognition of 
another surgeon by a group of surgeons, but 
also a hearty welcome extended to a stranger 
by an organized body of men of good will and 
understanding. It is my earnest hope that 
the model of international brotherhood and 
service to humanity so well exemplified by 
your organization will be more widely copied 
by all men in all walks of life.’’ 

A message from Dr. Morris Fishbein 
also was read: 

‘Please convey to Major Benvenuto Difo 
my congratulations on the recognition ten- 





Reception Committee of Illinois Fellows. Standing left to right: Drs. Walter J. Reich, Walter C. Burket, 
Edmund G. Brust, Lawrence L. Iseman, Michael J. Badzmierowski, Horace E. Turner, Egon W. Fischmann, 
Edward W. Marquardt. Front row, seated, left to right: Jacob P. Greenhill, Margaret Hie Ding Lin, Major 


Benvenuto R. Difio, Alfred A. Strauss, Max Thorek. 
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Wisconsin regents attending dinner tendered Major Dito. Left to right: Drs. Samuel G. Higgins, Kar] F. 


Schlaepfer, Wm. J. Carson, Lemuel D. Smith. 


dered to him by the International College of 
Surgeons. He has done much to aid under- 
standing and friendship necessary in the post- 
war world among peoples of all races and 
creeds if world peace is ever to become a 
reality.’’ 

Addresses were made by Dr. Alfred 
A. Strauss, Dr. Hicaro and others. 

Major Dino’s remarks follow: 

‘*Everything that has been said and done 
this evening has touched my heart beyond 
comparison. I appreciate more than I can say 
this beautiful gesture of your generosity and 
your hospitality. I feel I don’t deserve it. 
I do feel, however, that this is another happy 
evidence of your recognition of the gallant 
stand taken by the Filipino people, soldiers 
and civilians alike, in fighting side by side 
with our American friends and the United 
States to preserve the dignity and happiness 
of the freedom of men. 

**It was the fortune of war that brought 
Americans to the shores of my native land. 
At that time the Philippines were on the verge 
of overthrowing the dominion of Spain. Then 
Commodore Dewey silenced the guns of the 
Spanish-Americans in Manila Bay. Filipino 
soldiers, aided by civilians, succeeded in eap- 
turing Manila. 

‘‘This was the first time Americans and 
Filipinos became partners in blood and the 


struggle against tyranny. It was naturally 
hard for my people to realize the aims for 
which’ Americans went to the Philippines; 
the Philippines which had suffered long 
enough from the oppression of a foreign ruler. 
And while we evidenced profound opposition 
to anyone reaching our shores, you convineed 
us that you did not come to my eountry as 
rulers or oppressors; you came as educators, 
liberators, and friends. 

‘‘Ever since that time we were convinced 
that we should keep faith with you. You es- 
tablished civil government in the Philippines. 
The first proclamation of the first American 
vovernor contained these words so highly 
prized by us: ‘The Philippines for the Fili- 
pinos.’ These words were spoken time and 
again by Presidents of the United States— 
by McKinley, Theodore Roosevelt, and by the 
great Wilson, who in 1916 signed the Jones 
Law and granted to the Filipinos a majority 
on the Philippine Commission. This was re- 
affirmed in 1934 by the Tydings-McDuffie Act, 
granting us absolute freedom by 1946. 

‘We are a peaceful people. We have de- 
veloped our natural resources to the envy of 
all the civilized peoples of the world. You 
helped us build roads, establish schools and 
colleges. We are grateful to those American 
physicians who introduced the principles of 
hygiene. We have a distinet system of educa- 
tion—an advanced system of medical educa- 
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tion. The Philippines before the war had 
one of the few governments of the world with 
a balanced budget. The government in exile 
is still solvent. 

‘Then came Pearl Harbor, and a few days 
later the Philippines were also attacked at 
several points. The President of the United 
States ordered us to muster everything we 
had to side and fight with the United States. 
He did not need to do that. Our President, 
who is still sick, proved that to the world in 
that great hour of our history. The Fili- 
pinos will fight with and for America to the 
bitter end. 

‘“We requested General Douglas McArthur 
to formulate a defense of the Philippines. The 
whole resources of our country were dedi- 
cated to the defense of our sovereignty. To 
the 3000 mothers of American soldiers whose 
sons will never come back, we have 26,000 
mothers whose sons will remain in the dust of 
Bataan. 

‘‘Our government had to change its seat 
from Corregidor, fleeing to unoccupied terri- 
tory, thence to Australia and finally estab- 
lishing a government in exile in Washington, 
D. C. When we were met by President Roose- 
velt, members of his cabinet and chiefs of 
staff upon our arrival in Washington, we were 
accorded honors given only to heads of inde- 
pendent nations. We have been represented 


_ in the Pacifie War Council by our President. 


**President Roosevelt saluted our people’s 


‘courage and gave his pledge that the Philip- 


pines shall be reclaimed and given their inde- 
pendence. Behind that pledge stand men and 
arms. ‘I promise,’ he said, ‘to establish the 
independence of the Philippines as soon as 
the invaders are removed.’ There is now in 
Congress a resolution to recognize immediately 
the freedom of the Philippines. These are evi- 
dences that America has kept faith with my 
people. 

‘‘Bataan knows that we view our problem 


not only from the standpoint of America and. 


the Philippines, but a firm vantage ground 


whence world peace may be held secure from 
the cruelty of war. Now we have to view our 
problem from an angle where good will and 
peace to men will remain inviolate. 

‘On my entrance into the International 





Major Benvenuto Diiio delivering address. 


College of Surgeons, which does not dis- 
tinguish creed, race or color, I accept my 
responsibility in all humility, realizing that 
this honor carries a great responsibility of 
public service. 

‘*T shall carry back to my people from this 
great country of opulence and prosperity, the 
land of the free, the home of the brave and 
the happy, the good will you have shown to 
me and my people. And God willing, there 
is going to be a rebirth of that spirit, native 
to my country, which prompted the acts of 
heroism that we have performed. 

‘“We have re-earned our right to our free- 
dom and a seat in that federation of nations 
we pray is to be preserved now and forever. 

‘My friends, before I close I wish to ex- 
press to you all my grateful appreciation of 
this great honor. I assure you that after the 
war is over—and we are sure to win—we 
shall reveal to you again the character of the 
Filipino heart and sincerity of the Filipino 
soul. Our spirit cannot be daunted, our faith 
swerved, nor our loyalty to America lessened. ’’ 








IN MEMORIAM 


DR. FREDERICK GEORGE DYAS, F.A.C.S., F.I.C.S. 
(1873-1943) 


Dr. Frederick George Dyas, Regent of the 
state of Illinois for the International College 
of Surgeons, died on March 4, 1943 from 
hypertensive heart disease. He was a staunch 
supporter of the International College of Sur- 
geons and its ideals, and an admired friend 
and colleague. 

His grandfather, Dr. 
Dyas, was prominent in the early medical 


history of Chicago. For a short while in 1859 


he collaborated with Dr. Daniel Brainerd in 
editing the Chicago Medical Journal. In 1870 
he aided Dr. William H. Byford in organiz- 
ing the Women’s Medical College, where for 
five years he was professor of Theory and 
Practice of Medicine. Dr. Dyas was president 
of the Chicago Medical Society and active in 


other medical organizations. Dr. Frederick | 


Dyas’ father, Dr. George K. Dyas, practiced 
medicine in Chicago for many years. 

Dr. Frederick Dyas was born in Chicago 
on Dee. 3, 1873. He attended the Universities 


of Michigan and Chicago and was graduated | 


from Northwestern University Medical School 
in 1904. From 1904-1906 he served intern- 
ships at Merey and Cook County Hospitals. 
During 1918-1919 Dr. Dyas was on the staff 
of the Ford Hospital and held the post of 
Chief Surgeon at Camp Logan. He was also 
Chief Surgeon, Cook County Hospital, At- 
tending Surgeon, Hinsdale Sanitarium and 
Hospital, Professor of Surgery and Clinical 
Surgery, University of Illinois College of 
Medicine. 

Affiliations included: American Medical 
Association, American College of Surgeons, 
International College of Surgeons, Illinois 
State Medical Society, Chicago Medical So- 


William Godfrey . 





M.D., FICS. 
ciety, American Association of Railway Sur- 
geons, Chicago Institute of Medicine, Western 
Surgical Association, Chicago Surgical So- 
ciety and the Society of Medical History of 
Chitago. 

Dr. Dyas was the author of numerous con- 
tributions to medical journals. 

His passing is an irreparable loss to the 
surgical profession of Chicago and to his 
legion of friends. 


F.A.CS., 


Frederick George Dyas, 





RECENT DEATHS 








Dr. Homer 8. Wonders, F.I.C.S., prominent 
ophthalmologist, passed away on August 27, 
1943 in Philadelphia. Dr. Wonders was a 
delegate of the United States Chapter of the 
International College of Surgeons to the Third 
International Assembly held in Mexico City 
in August, 1941. 


Dr. Clifford Athenius Lutgen, F.I.C.S., 
former president of the Nebraska Hospital 
Association passed away in Auburn, Nebraska 
on August 15. Dr. Lutgen was known in south- 
eastern Nebraska not only as a fine surgeon, 
but also as a big game hunter. 
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BOOK REVIEWS 


Textbook of Clinical Parasitology, including Labo- 
ratory Identification and Technic. By David L. 
Belding, M.D., Professor of Bacteriology and Ex- 
perimental Pathology, Boston University School 
of Medicine. 909 pp., 1356 illus. on 279 figs. and 
82 illus. on 4 full-p. col. pl. $8.50. D. Appleton- 
Century Co., New York, 1942. 


HIS volume on parasitology is particularly 

timely, not only for medical men in the armed 

services but likewise for Public Health officers 
and physicians in private practice. What with the 
considerable facilities for the rapid transmission of 
parasites from their native habitat to new areas 
presented by the airplane and the mass movements 
of millions of civilians and soldiers in the war 
zones, the problem of controlling parasitic infec- 
tions assumes major importance. 

Belding’s text deals with this problem authorita- 
tively. It provides urgently needed information on 
the numerous parasites which infect man, from the 
standpoint of pathology, diagnosis, treatment and 
prevention of the diseases they produce. Perhaps 
never before has the study of parasitology been so 
essential to American medicine as it is today, and 
this useful volume meets that challenge most com- 
prehensively. It is up to date, written in a style 
that is simple, instructive, clear and essentially 
practical. Several hundred illustrations help to il- 
luminate the text by giving pictures of the morph- 
ology and life cycle of the parasites. A separate 
section is devoted to technical methods in diag- 
nosis and treatment. 

With the return of our armed forces, American 
physicians will be called upon to recognize and 
treat some of these parasitic diseases and they will 
find inestimable assistance in the pages of this text. 
The book is highly recommended. 


A. L. Wolbarst. 


Clinical Laboratory Diagnosis. By Samuel A. Levin- 
son, Prof. of Pathology, Univ. of Illinois College 
of Medicine, and Robert P. MacFate, Asst. Prof. of 
Pathology, Univ. of Illinois College of Medicine. 
2nd ed. 980 pp., 156 engrav., 15 pl. $10. Lea & 
Febiger, Philadelphia, 1943, 


TEXTBOOK of laboratory medicine under the 

best of circumstances would be difficult to 

write because of the great variety and com- 
plexity of procedures which must be elucidated. 
Many books have been written emphasizing mainly 
the technical aspects of the various procedures and 
leaving much to be desired concerning principles 
and efficiency. The authors of this book have at- 
tempted to strike a happy medium, but at the same 
time be as thorough as possible. 

One must question whether the profusion of 
tables, which are, of course, important, serves the 
purpose for which it was intended. Technicians not 
too well trained in the principles of medicine may 
experience difficulty in the correct interpretation 
of the dogmatism of tables. However, as a method 
of quick reference, their importance is obvious. 

The style of the book is easy. References to 
original work are numerous. The index is well ar- 
ranged, but an index of tables might be of value. 

The recent edition includes many new procedures, 
although methods and principles described conform 
to those of the previous edition. This book brings 
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our knowledge of laboratory medicine up te date. 
I. Neiman. 


In Search of Complications. By Eugene de Savitsch. 
396 pp. Simon & Schuster, New York, 1940. 


UGENE de Savitsch has had little need to 

‘*search’’ for complications in his life. The 

complications—from the evidence of his own 
narrative—appear to have sought him. 

A revolution complicated by warring factions 
among the counter-revolutionaries; an elephant 
hunt complicated by red ants; a wage-earning 
career complicated by tuberculosis—these as well as 
the infinite complexities of laboratory, medical 
school, and professional practice, have pursued this 
brilliant young doctor. 

A nice sense of humor and zest for adventure 
mark the pages of his book, giving balance to the 
accurately observed scientific data which he presents 
with unusual simplicity and with the clarity which 
comes to a man who thoroughly understands his 
subject. 

Starting from the static secure position of a 
fortunate son of aristocratic Russia, Dr. de Savitsch 
has swung around the globe to stand, as the book 
ends, a not-too-unhappy exile viewing from the 
Polish border his now forbidden Homeland. He has 
been a soldier of a lost cause in Siberia; an expo- 
nent of Yankee shrewdness in Japan; a counter- 
jumper, a sugar packer and a tuberculosis patient in 
sunny California; a medical student in Chicago; a 
medical and surgical ‘‘fellow’’ in the Congo and 
in the laboratories of France, Belgium and Austria, 

Fascinating to layman and professional alike are 
the descriptions of the student doctor’s laboratory 
experiments with tubercular guinea pigs and anti- 
tubercular vitamins, and the graduate surgeon’s 
observations on such diverse matters as sleeping 
sickness. leprosy, tuberculosis, French operative 
technics, and even medical racketeering in Vienna 
on the eve of Anschluss. Tuberculosis, which all 
but wrecked his own career before he had begun it, 
claims the center of his interest. 

Much that Dr. de Savitsch has to say about med- 
ical education and hospital organization in America 
is worth long and serious thought. His description 
of the process by which a patient may have a 
splinter removed from his finger at a super- 
organized modern clinic sparkles with sly satirical 
humor. With rapierlike thrusts he pokes fun at the 
rigidity of professional etiquette, which strait- 
jackets young ideas; at the meticulous division of 
labor which, he claims, serves the medical men of 
America exactly as the caste system of India serves 
its millions of superfluous workers; at the buck- 
passing, the jealousies, the politics, which mar the 
record of his great profession. 

The book is well worth reading, both as enter- 
tainment and as a stimulant to thought. 


H. van d. W. 


Military Surgical Manuals, Vol. V (National Re- 
search Council) Burns, Shock, Wound Healing 
and Vascular Injuries. 272 pp. $2.50. W. B. 
Saunders Co., Philadelphia, 1942. 


COMPACT mass of illustrated information, 
well organized, clearly titled and well-in- 
dexed. With the present confusion existing in 
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the therapy, or choice of therapy, in burn eases, 
this book is quite timely. The literature on shock 
is brought up to date and made applicable to the 
clinical patient. The review of wound healing is 
well done, while the section on Vascular Injuries 
evidences an enormous amount of research. The 
book is a valuable addition not only as a Service 
Manual, but as a guide and reference work to any 
one participating in emergency or industrial work. 


William Bates. 


Atlas of Ovarian Tumors. By Gemma Barzilai, 
M.D., New York City. Preface by Fred W. Stew- 
art, M.D., Pathologist, Memorial Hospital for 
Treatment of Cancer and Allied Diseases, New 
York City. 264 pp., 258 illus., 45 in col., 58 pl. 
$10. Grune & Stratton, New York, 1943. 


XHIS book is a unique presentation of ovarian 
A | tumors, magnificently illustrated. The order of 
presentation follows a classification and termi- 
nology that Dr. Walter Schiller uses in his teach- 
ings. The discussions are indexed marginally on the 
page, including definition, terminology, frequency 
and age incidence, gross and microscopic pathology, 
structural arrangement, histogenesis, clinical course 
and therapy. While the book deserves enthusiastic 
praise, the omission of non-neoplastic tumors, such 
as follicular and lutein, and endometrial cysts makes 
the volume incomplete as an atlas. As some ap- 
proach is made in the discussion, it would have been 
well to include an illustration of the masculinizing 
effect of some tumors before and after the appro- 
priate treatment. This excellent book is recom- 
mended to all gynecologists and pathologists. 


A. Kobak. 


Military Surgical Manuals, Vol. II (National Re- 
search Council) Ophthalmology and Otolaryngol- 
ogy. 331 pp., with 24 figs. $4. W. B. Saunders 
Co., Philadelphia, 1942. 


PART I 


HE Compendium on Ophthalmology, edited by 

[ Harry S. Gradle, M.D., William 8S. Benedict, 
M.D., Sanford R. Gifford, M.D., Peter C. Kron- 
feld, M. D. and Lawrence T. Post, M.D., is a manual 
intended for the use of the non-ophthalmologist in 
testing the eye-function of soldiers and in treatment 
of eye diseases and injuries on the battlefield. 
Gradle has fulfilled the purpose of the manual es- 
pecially well in his chapter on acute inflammations 
of the eye. He does not describe all inflammations, 
but discusses the different causes of ‘‘red eyes,’’ 
‘‘swelling of eyelids,’’ ‘‘tearing,’’ ‘‘ discharge 
from eyes’’ and other conditions, describing the 
most striking symptoms for the non-specialist. 
Uleer of the cornea, as well as functional methods 


for testing the light-sense (important in hemera- 
lopia) or malingering, are too briefly described for 
a physician who is unacquainted with these condi- 
tions and their testing. I doubt, too, whether a 
general surgeon could or should perform operations 
on the eyeball as described in the chapter on sur- 
gery of the eye. Some who had training in oph- 
thalmology may be able to do eye surgery in emer- 
gency cases following the very good illustrations 
in Benedict’s chapter. The chapters on ‘‘ Injuries of 
the Eye’’ (Gifford) and ‘‘Mediecal Treatment’’ 
(Kronfeld) are instructive. Chemical burns of the 
eyes are explained in an abridged form from a 
manuscript by Alan Woods and William F. Hughes, Jr. 


Joseph Igersheimer. 


PART II 


The section on Otolaryngology gives up-to-date 
information in compact form. The chapter written 
by Kaecanjian deals with the primary treatment of 
gunshot wounds of the face. Examination, suturing 
the wound and the treatment of the maxillo-facial 
fractures are discussed in a clear and helpful way 
and excellently illustrated. Mosher and Grove 
present briefly but well the anatomy of the ear, 
pathways of infections, injuries of the external ear 
and of the tympanic membrane, fractures of the 
temporal bone, some frequent conditions of the 
auditory canal, sudden deafness and meningitis of 
otitie origin. Fracture of the temporal bone and 
the cribriform plate is presented by Grove. Bunch 
comprehensively discusses hearing tests, Coates the in- 
juries of the neural mechanism and malingering. 
The chapter on the ear in aviation by Fenton men- 
tions all the important facts. Two chapters on 
petrositis, with x-ray findings, are represented by 
MeMillan, and Kopetzky gives instructive informa- 
tion regarding its pathology and treatment. The 
discussion by Fenton of examination of the ear in 
military aviation and of chemotherapy are timely, 
as is the chapter by Berry on reéducation of the 
soldier suffering from deafness or speech defects. 
Mosher discusses in a simple but thorough manner 
infections of the nasal sinuses, osteomyelitis of the 
frontal bone, cavernous sinus thrombosis, orbital 
abscess, nasal meningitis and brain abscess. Chap- 
ters dealing with injuries of the esophagus are brief. 
Treatment of burns of the esophagus by early use 
of soft tubes and of the treatment of perforation 
of the esophagus due to foreign bodies or gunshot 
has been omitted. Likewise in discussing neural 
paralysis, Loeb neglects neuralgia of the laryngeal 
superior nerve. Hill gives practical points in the 
diagnosis and treatment of abscesses of the throat, 
and in conclusion Imperatori surveys the most com- 
mon injuries of the larynx, hyoid and trachea. The 
manual will be of special value to the military 
surgeon. 

O. Hirsch. 








